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FOR YOUR ASTHIMATICS 


NOTHING [S$ QUICKER - NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI” 


Epinepltrine bitartrate, 7.0 mg: per cc., 
suspended in ihert, nontoxic aerosol vehicle. 
Contaias no alcohol. Fach measured Gose 


0.15 mg. epinephrine. 


iMedihaler-ISO” 
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_ Suspended in inert, noatoxi¢ Rerosol vehicle. 
-Contaigs no alcohol. Each menstired 
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A basic characteristic of the postcoronary patient, 
whether or not cholesterol levels are elevated, is his 
inability to clear fat from his blood stream as rapidly 
as the normal subject.'} Figure #1 graphically illus- 
trates this difference in fat-clearing time by compar- 
ing atherosclerotic and normal subjects after a fat 
meal.3 


“Slow clearers” gradually accumulate an excess of 
fat in the blood stream over a period of years as 
each meal adds an additional burden to an already 
fat-laden serum. As shown in figure #2, the blood 
literally becomes saturated with large fat particles, 
presenting a dual hazard to the atherosclerotic 
patient: the long-term danger of deposition of these 
fats on the vessel walls,* and the more immediate 
risk of high blood fat levels after a particularly 
heavy meal possibly precipitating acute coronary 
embarrassment.> 


In figure #3, the test tube at the left contains lipemic 
serum, while the one at the right contains clear, or 
normal serum. If serum examined after a 12-hour 
fasting period presents a milky appearance, this is 
a strong indication that the patient clears fat slowly 
and is a candidate for antilipemic therapy in an 
effort to check a potentially serious situation. 


‘Clarin’, which is heparin in the form of a sublingual 
tablet, has been demonstrated to clear lipemic 
serum.?:®.7? Furthermore, a two-year study using 
matched controls resulted in a statistically significant 
reduction of recurrent myocardial infarction in 130 
patients treated with ‘Clarin’.® 


‘Clarin’ therapy is simple and safe, requiring no clot- 
ting-time or prothrombin determinations. Complete 
literature is available to physicians upon request. 


References: 1. Anfinsen, C. B.: Symposium on Atherosclerosis, 
National Academy of Sciences, National Research Council Publication 
338, 1955, p. 218. 2. Berkowitz, D.; Likoff, W., and Spitzer, J. J.: 
Clin. Res. 7:225 (Apr.) 1959. 3. Stutman, L. J., and George, M.: 
Clin. Res. 7:225 (Apr.) 1959. 4. Wilkinson, C. F., Jr.: Annals of Int. 
Med. 45:674 (Oct.) 1956. 5. Kuo, P. T., and Joyner, C. R., Jr.: 
J.A.M.A. 163:727 (March 2) 1957. 6. Fuller, H. L.: Angiology 9:311 
(Oct.) 1958. 7. Shaftel, H. E., and Selman, D.: Angiology 10:131 
(June) 1959. 8. Fuller, H. L.: Circulation 20:699 (Oct.) 1959. 


Clarin 


(sublingual heparin potassium, Leeming) 


safe and practical treatment 
of the postcoronary patient 
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in hours 


Fat-clearing time 


Atherosclerotic Subject 


Fig. 3 


Indication: For the management of 
hyperlipemia associated with atheroscle- 
rosis, especially in the postcoronary 
patient. 


Dosage: After each meal, hold one tablet 
under the tongue until dissolved. 


Supplied: ‘Clarin’ is supplied in bottles 
of 50 pink, sublingual tablets, each con- 
taining 1500 I.U. of heparin potassium. 


*Registered trade mark. Patent applied for. 
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New York 17, N. Y. 
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Your surgical convalescent feels better 
because he rs better with 


Durabolin 


(Nandrolone phenpropionate injection, ORCANON) 


for safe potent anabolic stimulation 
+ to maintain positive nitrogen balance 
+ to promote rapid wound healin 
cc.once each week P pi 
+ to restore appetite, strength, vitality 
+ to shorten convalescence, save nursing time 
+ to reduce the cost of recovery 
Supplied: 1-cc. ampuls (box of three) and 5-ce. vials, 
25 mg. nandrolone phenpropionate/ ce. 
Adults: 1 cc. i.m. each week, or 2 cc. every other week. 


Organon) Orcanon Inc., W. Orange, N. J. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no, need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / New Brunswick, N. J. 
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All corticosteroids provide symptomatic control in rheumatoid arthritis. inflammatory derma- 
toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 


in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled ... as evidenced by the high rate 


of refilled Aristocort prescriptions. 


Qeteria) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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To Aid the Cardiologist in making 
MORE ACCURATE - MORE COMPLETE 


Diagnosis of Heart Disease 


CAMBRIDGE AUDIO-VISUAL 
HEART SOUND RECORDER 


With this portable instrument the Doctor 
hears the amplified heart sounds through 
binaural ear phones, while he views their 
pattern on a long persistence cathode tube 
screen. What he sees and hears may be 
permanently recorded on a paper-thin mag- 
netic dise. Such records may be filed with 
the patient’s history, mailed to a consultant 
or played back for future study. 


CAMBRIDGE VERSA-SCRIBE 
ELECTROCARDIOGRAPH 


This accurate, portable direct-writing in- 
strument has the CAMBRIDGE dual paper 
speed feature. The operator can double the 
speed of paper travel by simply throwing a 
switch. This is especially valuable when 
high accuracy is required for measuring in- 
tervals upon electrocardiograms showing 
rapid heart rates or those having notching 
and splintering. 


While both of these fine instruments are effec- 
tively used independently, when used together 
they provide a new and valuable approach to 
the more accurate and complete diagnosis of 
heart disease. Let us give you further informa- 
tion ahout them. 


THE CAMBRIDGE AUDIO-VISUAL Send for bulletins #185 and #188VS 
HEART SOUND RECORDER AND 


THE CAMBRIDGE VERSA-SCRIBE CAMBRIDGE 


ELECTROCARDIOGRAPH DIAGNOSTIC | 
shown mounted on a special STRUMENTS 


space-saving Two-Tier Table. 


CAMBRIDGE INSTRUMENT CO., INC. 


Graybar Blidg., 420 Lexington Avenue, New York 17, N. Y. 


Cleveland 2, Ohio Detroit 2, Mich Oak Pork, Ill Jenkintown, Pa. = Silver Spring, Md 
8419 Lake Avenue 7410 Woodward Avenue 6605 West North Avenue 479 Old York Road 933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 
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VIRTUALLY 

NO 

DECREASE 

IN 
STAPHYLOCOCCAL 
SENSITIVITY 


OVER AN 8-YEAR SPAN...TO 


CHLOROMYCETIN 


he-Davis) 


IN VITRO SENSITIVITY OF PYOGENIC STRAINS OF STAPHYLOCOCCI TO CHLOROMYCETIN OVER A PERIOD OF EIGHT YEARS* 


83% 


Statistics were gathered over almost a decade on 329 children with staphylococcal pneumonia; 1,663 sensitivity tests 
were performed. 
*Adapted from Rebhan, A. W., & Edwards, H. E.: Canad. M. A. J. 82:513, 1960. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® 
of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


PARKE, DAVIS & COMPANY 


torso Detroit 32, Michigan PARKE-DAVIS 
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aspirin 
proves inadequat 


brand of prednisone-phenytbutazone 


Even in the more transient rheumatic 
disorders, an anti-inflammatory effect 
more potent than that provided by aspirin. 
is often desirable to hasten recovery 

and get the patient back to work. 

By combining the anti-inflammatory 
action of prednisone and phenylbutazone, 
Sterazolidin brings about exceptionally 
rapid resolution of inflammation with reli 
of symptoms and restoration of function. 
Since Sterazolidin is effective in low 
dosage, the possibility of significant 
hypercortisonism, even in long-term 
therapy, is substantially reduced. 


Each Sterazolidin® capsule contains 

itazolidin®, brand of phenylbutazone, 50 
dried aluminum hydroxide ge! 100 mg.; magnesium 
trisiticate 150 mg.; and homatropine methylbromide 1.25 mg. 
Botties of 100 capsules. 


Geigy, Ardsley, New York 
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for infant formulas that are pleasant-tasting but not ~~ 


Carbohydrate formula modifier 


Controlled studies show that formulas made with cane sugar are 5 times sweeter 
than Dextri-Maltose formulas; corn syrup formulas are almost twice as sweet.! 


A Dextri-Maltose formula does not “condition the child to a sweet food” when 
solids are introduced later on.2 Dextri-Maltose was created exclusively for 
infant formulas. 


Add 1 tablespoon of Dextri-Maltose to every 5 oz. of formula. 
1. Research Laboratories, Mead Johnson & Company, 


York, Appleton-Century Crofts, ‘ae we 
Symbol of service in medicine 
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in bronchiectasis— 


“Thick, yellow, solid sputum which had been 
expectorated with difficulty became thin, color- 
less and liquid sputum which was expectorated 
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Labored breathing and insomnia, . . . soon were 
replaced by easy respiration and ability to 
enjoy normal restful sleep.” * 
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Alevaire is supplied in bottles of 60 cc. for 
intermittent therapy and in bottles of 
500 cc. for continuous inhalation therapy. 


NEW YORK 18, N. Y. 


Alevaire, trademork reg. U.S. Pat. Off. 


* neonatal asphyxia (due to inhalation of 
amniotic fluid, mucus obstruction, atelectasis) 
¢ croup « laryngitis + tracheobronchitis 
pertussis pneumonia « bronchial asthma 
* emphysema « bronchiectasis « lung abscess 
* pneumoconiosis * smoke, kerosene poisoning 
¢ poliomyelitis (respiratory complications) 
routine oxygen therapy «+ tracheotomy 
* prevention of postoperative 
pulmonary complications 
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long-acting 


antihistamine 


USES: ‘Perazil’ relieves the symptoms of 
sneezing, “incessant” itching, inflamed 
eyes, rhinorrhea, itching eyes, nose and 
throat, associated with: 

Hay Fever * Pollenosis * Pruritus 
Urticaria * Vasomotor Rhinitis 
Allergic Dermatitis + Drug Sensitivity 


ADVANTAGES: ‘Perazil’ is both prompt 
and prolonged in effect, providing sympto- 
matic relief lasting 12 to 24 hours from a 
single dose. 


PRECAUTION: When drowsiness does 
occur it is generally mild and the usual 
precautions should be observed. No toxic 
effects related to either the blood-forming 


organs or the cardiovascular system are 
produced. 

DOSAGE: Adults and children over 8 
years, 50 mg. once or twice daily as re- 
quired. The dose may be increased in 
severe cases. 

Children from 2 to 8 years, 25 mg. (one 
sugar-coated tablet) once daily. 

Infants up to 2 years, 1214 mg. (one quar- 
ter of a 50 mg. tablet) crushed and mixed 
with a spoonful of jam or syrup. 
SUPPLIED: Tablets of 25 mg., sugar- 
coated, bottles of 100 and 1000; 50 mg., 
scored, bottles of 100 and 1000. 


“PERAZIL’® brand Chiorcyclizine Hydrochloride 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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For patients in pain 


Differences That 
Distinguish DARVON® 


e Freedom from Addiction 

e No Adverse Effect on Vision 

e Patients Retain Physical and Mental Acuity 

e Does Not Interfere with Blood Clotting 

e No Diaphoretic Effect 

e Suitable for Patients Subject to Smooth-Muscle Spasm 
e Continued Effectiveness after Prolonged Therapy 

e Superior to Salicylates in Ulcer Patients 


Preparations of Darvon: 
Darvon— 32 and 65-mg. Pulvules® Lilly 
Darvon® Compound Darvo-Tran® 


tro propoxyphene hydrochloride, Lil! 
tylsalicylic acid 


a tro propoxyphene and acetylsalicylic acid with 
it 


EL! LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
020258 
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NEW YORK ROENTGEN SOCIETY 
Meeting of April 20, 1959, held at The New York Academy of Medicine 


Introductory Remarks 


Joun A. Evans, President 


Ladies and Gentlemen, this evening we are to hear the sixth Ross Golden 
Lecture and we are privileged to have in the audience the man for whom this 
lectureship was founded. This Lecture is co-sponsored by the College of Physicians 
and Surgeons, Columbia University and the New York Roentgen Society. 

We also have the good fortune to have another distinguished teacher of 
radiology with us. It was he who gave the first Ross Golden Lecture, who is now 
Emeritus Professor of Radiology of the University of Minnesota, and is at present 
the Executive Director, Cedars of Lebanon Hospital, Los Angeles, a fellow Cali- 
fornian, Dr. Leo Rigler. 

It is now my pleasant duty to introduce this year’s Ross Golden Lecturer. 
This man, of course, is well known to you. He is an eminent physician, a 
distinguished clinical radiologist, a well-known teacher, the author of many 
scientific contributions to the medical literature, a diligent laborer in the vineyards 
of the American College of Radiology, and is one who has given unselfishly of his 
time and ability to further the interests of radiology everywhere. 

Our guest speaker has been the recipient of many honors, among which has 
been a term as President of the American College of Radiology in 1938, President 
of the Radiological Society of North America in 1948 and its Carmen Lecturer in 
1957; he has served as President of the California Academy of Medicine and was 
one of the founders of the Pacific Roentgen Society. He serves as consultant to 
many national health organizations. 
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He is a man of many interests and accomplishments, not the least of which is 
his ability as a skier, a sport at which he excels. This is attested to by his champion- 
ship performances in competition. I gather from him that his interest in skiing has 
also extended to the aquatic phase and that a not unfamiliar sight in San Francisco 
these days is our speaker water-skiing around the Bay on a Sunday morning. 

I shall not recount for you his early background except to say it began in 
Ireland. As a result he has the poetry of the Irish in his speech and the fire of the 
Irish in his spirit. 

It is my privilege to present to you Doctor L. Henry Garland of San Francisco, 
California. 


THE PROBLEM OF OBSERVER ERROR* 


The Sixth Annual Ross Golden Lecture of the 
New York Roentgen Society 


L. Henry Garianp 


Clinical Professor of Radiology, 
Stanford Medical Schoo!, 


San Francisco, California 


Presipent, Members of the New York Roentgen Socie- 
ty, and Guests, it is with a deep sense of humility that | 


acknowledge the honor you have conferred in inviting 
me to give the Ross Golden Lecture for 1959. Indeed, | 
am doubly honored, since Ross has been a personal friend 


for almost 30 years as well as a constant source of inspiration and 
respect. To those of you who have known only his somewhat grave 
professional aspect, I can reveal that he is an able musician, as well as a 
strong man on the accordion and in the postprandial vocal quartet! 

He was born in lowa Center in 1889, graduated in medicine from 
Harvard in 1916, and after receiving radiological training in Boston, 
became appointed to the Department of Radiology of the New York 
Presbyterian Hospital in 1920. Since part of this lecture will deal with 
problems in chest roentgenology, it is of interest to note that one of his 


* Presented at the meeting of the 
Medicine, April 20, 1959. 


New York Roentgen Society at The New York Academy of 


Bull. N. Y. Acad. Med. 
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carly papers was on “The effect of bronchostenosis upon the roentgen 
ray shadows in carcinoma of the bronchus” (Amer. J], Roentgenol. 13: 
21, 1925), showing an alertness to the coming problem of lung cancer 
in modern medicine. 

To list Dr. Golden’s accomplishments in the field of scientific radi- 
ology, and of radiological organizations, both national and international, 
would utilize all of the time at my disposal. Suffice it to say that he was 
president of the American Roentgen Ray Society in 1945, and has been 
the unanimous choice of American radiology as delegate to International 
Congresses on several occasions, Modern medicine is in debt to the abil- 
ity and generosity of this great man. 


During the past two decades, several investigations have revealed 


the fact that a surprising and clinically important degree of inaccuracy 


is to be expected in the interpretation or evaluation of many clinical 
and laboratory procedures used in every-day practice. The mere exist- 
ence, far less the extent, of the ensuing diagnostic error is little appre- 
ciated. Some of the more noteworthy of the investigations include the 
following: 

Fletcher’, at the London Postgraduate Medical College, arranged 
with eight experienced internists (all Fellows or Members of the Royal 
College of Physicians) to examine the chests of 20 patients with emphy- 
sema, in order to assess the validity of well-known physical signs. Agree- 
ment on the presence of the most simple signs was observed in only 
15 per cent of the tests. Many signs produced only a two-thirds agree- 
ment, which he felt was not much better than chance. In this study, the 
observer's final integration of all the separate signs into a diagnosis of 
emphysema showed no better consistency than did the individual signs, 
so that integrated conclusions were not more consistent than the isolated 
observations upon which they were based. 

Bakwin* reported a study of tooo school children regarding the 
advisability of tonsillectomy. Of these some 611 had had their tonsils 
removed. The remaining 389 were then examined by other physicians, 
and 174 were selected for tonsillectomy. This left 215 children whose 
tonsils were apparently normal. Another group of doctors was put to 
work examining these 215 children, and 99 of them were adjudged in 
need of tonsillectomy. Still another group of doctors was then employed 
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to examine the remaining children, and nearly one-half were recom- 
mended for operation. In the end, there were only 65 of the original 
1000 whose tonsils had not been either removed or recommended for 
removal. Bakwin concluded that there was no correlation between the 
estimate of one physician and another regarding the advisability of ton- 
sillectomy; he added that economic conditions played no part in the 
recommendations in this particular series. 

Derryberry* reported a study of 221 children by five experienced 
pediatricians, who were asked to classify them according to nutritional 
status. They made complete clinical examinations and employed such 
diagnostic aids as they desired. In the entire series, the number of chil- 
dren reported as suffering from malnutrition varied from 32 to 47, and 
these were not the same cases. There were go in which one or the other 
examiner diagnosed malnutrition, but only seven in which all five 
examiners agreed. 

Cochrane and associates* reported a study of observer error in taking 
medical histories. Approximately four physicians interviewed 993 coal 
miners concerning certain common symptoms. The observers asked the 
miners the same questions, The following range in response was re- 
corded: cough—23 to 40 per cent; sputum—13 to 42 per cent; dyspnea— 
10 to 18 per cent; pain--6 to 17 per cent. Conversely, when questioned 
concerning previous disease, there was a wide variation in the consistency 
of recording bronchitis, pleurisy, pneumonia and dyspepsia. The inves- 
tigation showed that the history recorded is very likely to be biased 
by the attitude of the recorder, and that answers to even the simplest 
questions cannot always be reproduced. 

Davies* studied variations in the interpretation of electrocardiograms. 
The sample included 50 which had been routinely reported as indicating 
infarction, 25 as normal, and 25 as showing various abnormalities other 
than infarction. Nine experienced and one less experienced physician 
interpreted the 100 sets of tracings, being given the choice of reporting 
them as normal, abnormal, or showing infarction. Some weeks later the 
observers read the tracings again. Disagreement was found in all three 
categories. There was general or majority agreement on four out of 
every five tracings, but the fifth gave rise to considerable dispute. There 
was as much difficulty in deciding between normal and abnormal as 
there was between abnormal and infarction. Each observer’s working 
definition varied, since after the second reading all were found to have 
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Taste I—STUDIES ON DIAGNOSTIC ACCURACY 


Diagnosis of Emphysema (Fletcher') 33-859 disagreement 


7 on simple signs 
20 patients, 8 expert. internists ° 


2. Tonsil Disease (Bakwin*) 174-324 recommended 


for removal 
389 children, 3 groups of observers 


3. Nutrition Status (Derryberry*) Malnutrition — 90 
39.47 
221 children, 5 pediatricians Range o-% 
Agreed by all MDs. 7 


1. Taking of Medical Histories (Cochrane*) Per cent reported with 


993 miners examined by 4 observers 


Cough 23-40 
Sputum 13-42 
Dyspnea 10-18 


Pain 6-17 


5. Interpretation of Electrocardiograms (Davies*) 20% error, both inter- 


100 sets, 10 observers (incl. nine experienced 


cardiologists), dual readings 


6. Clinical Laboratory Procedures (Belk*) Material Per cent gross error 
Standard samples to 59 hospital clinical Hyb. 22 
abor: ies 
laboratories 10 
Protein 15 


Calcium 


7. Erythrocyte Counts (Magath*) 16-28% gross 


Routine procedures in hospital & clinic 
laboratories, trained & experienced technicians 


changed their opinions in a proportion of the tracings. The author con- 
cluded that certain leads and patterns are particularly controversial, and 
that the diagnostic value of the single electrocardiogram (when these 
leads are involved) may be much less than is generally realized. 

Belk and Sunderman® conducted a notable study of the results of 
chemical analyses of standard solutions in 59 different hospital clinical 
laboratories. The results showed wide variation of the reports of the 
different laboratories, the extent of gross error ranging from 5 to 28 
per cent. 
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Miller, Lindsay and Dailey’ studied the reliability of pathologic 
diagnosis of irradiation effect on treated and untreated thyroid glands 
in a series of 39 patients seen at the University of California, They con- 
cluded that their error rate was significant—some 4 per cent of false 
positive diagnoses, and 27 per cent of false negative readings. After 
their test-retest studies, they concluded that histologic criteria in this 
field needed considerable refinement. 

Magath, Berkson and Hurn® studied fluctuations of the erythrocyte 
count under standard laboratory conditions. They reported a gross 
variation ranging from 16 to 28 per cent, depending in part on the de- 
gree of training of the technician. When confronted with the results 
of the erythrocyte study, some pathologists made the same observation 
that many clinicians had made relative to the first-mentioned investiga- 
tions: “Impossible.” Most clinicians believe that in their own field such 
a degree of error or percentage of variation in accuracy is unthinkable. 


RapioLocic STupIES 


When the effectiveness of different radiographic methods for pur- 
poses of mass survey was studied in the early part of World War II, it 
was found that the size of the recording medium (35 mm, or 14” x 17” 
film) was less important than the degree of observer variation. When 
five expert physicians interpreted series of films in the different film 
sizes, all interpreters under-read (or missed) approximately 25 per cent 
of the positive films in each series*. When the same films were read 
again after about three months, a reader was apt to change his mind 
once in every five of the positive cases (a degree of intra-individual 
inconsistency of 20 per cent). By “positive” is meant positive for radio- 
graphic evidence of pulmonary disease, presumably active. Astonished 
by these findings, two different groups of experienced radiologists* 
studied the question further and concluded that the original observa- 
tions were indeed correct’ "'. Professor J. Yerushalmy, distinguished 
biostatistician who guided the groups in these studies, published several 
additional reports'* * and established the fact that dual interpretation 


significantly reduced the degree of under-reading"*. 


In all of the above tests, experienced radiologists were involved. 
Garland (1947) reported the results of some tests using readers of dif- 


® Group 1: W. E. Chamberlain, L. R. Rigler, R. R. Newell. 
Group 2: L. H. Garland, E. R. Miller, H. B. Zwerling 
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Taste II—INTERPRETATION OF CHANGE IN 
SERIAL 14” x 17” CHEST ROENTGENOGRAMS 


Disagreements between expert readers (inter-individual)—and of one reader with 
himself (intra-individual) —-as to whether disease was better, worse or unchanged. 


Inter-Individual Intra-Individual 
(Different readers (The same reader's 
paired) first & second readings) 
Disagreements 2,686 (30%) 192 (21%) 
Agreements 6.245 701 
Total Comparisons 8,931 893 


ferent degrees of training: he found that two expert readers missed 
about 9 per cent of radiologically positive films in one selected series of 
standard-sized chest roentgenograms; three readers with moderate train- 
ing missed approximately 25 per cent of such films; and two physician 
readers of little experience missed some 44 per cent of these positive 
films. In 1950, the same author’ reported further studies conducted with 
the invaluable aid of Dr. M. A. Sisson. Experienced readers were used 
and revealed the following: under-reading ranged from 26 to 43 per cent 
in an unselected series of standard-sized films; over-reading ranged 
from 0.9 to 2.7 per cent*. 

These surprising results were confirmed by a Danish group of 
workers under Groth-Petersen’*—in a study of 5000 unselected mini- 
films, read twice by three experienced readers of photofluorograms"™. 
They found an average degree of under-reading of 32 per cent and 
over-reading of 2 per cent. 

Cochrane, in England, also confirmed these observations". 

When other radiologists were confronted with these results, their 
usual reaction was, “Well, in my every-day work this does not apply”, 
or “If I took these tests, | would do better than those busy investi- 
gators”. Indeed, this was my own initial reaction. A few investigators 
thought that perhaps the results were true, in which case the less said 
the better! 

* Error can be measured in different ways. For example, if a series of 100 roentgenograms contains 
over-all accuracy of competent radiologists in survey procedures has been shown to be of this 
order.) On the other hand, since the series of 100 roentgenograms is being examined to detect 
per ‘cent. This is the criterion for measuring under-reading in this paper. Coupled ‘with an over: 


reading of 2 of the 90 negative films, the combined error rate in the example mentioned is about 
32 per cent. 
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Taste ILI—COMPARISON OF PERFORMANCE OF TWO GROUPS OF 
SPECIALISTS IN INTERPRETATION OF SERIAL 14” x 17” FILMS 


(Disagreements) 


Inter-Individual Intra-Individual 
Group A 29% 19% 
Group B 27% 24% 


(Note: One group consisted of radiologists, the other of chest specialists.) 


We next took part in a study of the observer error problem in the 
evaluation of serial chest roentgenograms, using standard-size films from 
every-day sanatorium and clinic practice'’, As a result of this study, it 
was concluded that in interpreting a pair of serial films (for evidence 
of improvement, worsening, or absence of change) two experienced 
physicians are likely to disagree with each other in about 30 per cent of 
the cases, and a single interpreter is likely to disagree with himself in 
about 20 per cent of the pairs (Table II). 

Further, in this serial study the performance of three experienced 
radiologists was found to be not remarkably better than that of three 
expert phthisiologists! (Table III.) 

An editorial in the Lancet of January 9, 1954, commented on the 
above observations, and opined that the practical significance of these 
facts in general medicine is probably “very small”’®. “Action”, it read, 
“seldom follows on the result of a single observation, and the discus- 
sion, consultation and re-examination that usually precede a_ final 
diagnosis or decision greatly reduce the hazard from this sort of error.” 
This is indeed optimism, with the parable of “the beam and the mote” 
ignored. All of you are familiar with examples of action based upon a 
single positive electrocardiogram, bronchoscopy, biopsy or other test. 
Although the errors of all of these procedures have not yet been sub- 
mitted to statistical analysis, there is no reason to expect them to be less 


than those of clinical chest examinations or clinical radiology! 
To paraphrase Fletcher, many clinicians continue to believe that 
their observations are accurate, and are unaware of the need for con- 


sultation and re-examination to reduce error. They feel that laboratory 
and x-ray “tests” may be subject to faulty interpretation, but not care- 
ful “observation”. “Not only should clinicians recognise their own 
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errors; they should admit them in their teaching. Students should be 
taught obvious and useful signs, and not waste their time upon refine- 
ments, which must be subject to gross errors, Diagnostic procedures 
should be subjected to the test of observer error before they are pub- 
lished in textbooks and taught to students.” *° 


PARALLEL OBSERVATIONS 


Most of us assume that, except in occasional borderline instances, 
the signs we observe are present and those we do not observe are absent. 
Two simple examples of non-medical perception have been employed 
by Johnson*' to illustrate the fact that a “sign” may be present at one 
time and absent at another for the same observer. One of these is the 
“three triangles” of Brooks, each of which contains an added word, 
usually overlooked by the reader**, The second is the “hidden man” of 
Porter, which consists of the lower two-thirds of the face of an adult 
male, but which is often read as a Rorschach! Once the brows and nose 
are pointed out to the viewer, the face is readily recognized. In each of 
the examples, the viewer failed to recognize a readily visible cipher or 
failed to accord it significance. By re-reading or discussion the true 
observation can be made. 


FURTHER ROENTGENOGRAPHIC STUDIES 


Yerushalmy recently conducted a large-scale study of multiple 
interpretations of 70 mm. photofluorograms of almost 15,000 students 
registered in one month at a large western university*. Interpretations 
were made by radiologists and other physicians of variable degrees of 
experience, The following summarizes a small part of the study: 


Total number of 70 mm. films made 14,867 
Number called “positive” by one or more readers 1,307 


Number agreed as “roentgenologically positive” 249 


Average degree of under-reading 39° 


o/ 


Average degree of over-reading 1.2% 


The degree of variation between individual readers was of course 
considerable: some readers read three times as many films as “positive” 
as did other readers. In the main part of the study (but prior to the dual 
readings by the same reader) some 243 roentgenologic “positives” were 


* Yerushalmy, J. To be published. 
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Taste ILV—UNDER-READING AND OVER-READING 


Cases Number Number of Number of % False % False 
Determined of Positive Negative Negative Positive 
to be: Number Readings Readings Readings Diagnoses Diagnoses 


Negative 14,458 115,664 1,216 114,448 1.1 


Roentgen- 

ologically 243 1,944 1,208 736 37.9 
Positive 
Clinically 
Active 


Taste V—SCORES OF 5 “BEST” READERS IN 
TWO GROUPS OF SPECIALISTS 


Per cent of False Negative Per cent of False Positive 
Diagnoses (i.€., misses ) Diagnoses (i.e., over-reading) 
Group A 21 (Range 17-23) 0.5 (Range .3-.8) 
Group B 26 (Range 21-30) 0.3 (Range .2-.4) 


detected. Of these, 154 were regarded as “strongly positive”, for the 
reason that three out of three independent expert interpreters called the 
corresponding 14” x 17” films positive. Eight of these were clinically 
active at the time of the survey; four became active subsequently. 

The extent of under- and over-reading may be noted in Table IV. 
The degree of under-reading decreased as the “positivity” of the films 
increased, Note that the percentage figures refer respectively to the 
“positive” and the “negative” films only. 

The degree of personal variation was demonstrated by comparing 
the first and second interpretations of approximately 10,000 minifilms. 
Of these, 628 were called positive on one or other reading; 247 were 
called positive each time; 381 were called positive once and negative 
the second time. Of the 224 agreed positive films, 168, or 75 per cent, 
were called positive each time. 

Since the panel of interpreters was made up of radiologists and 
phthisiologists, it may be of interest to note the “scores” of the five 
apparently “best” readers in each group (see Table V). By contrast, it 
will be remembered that the average degree of under-reading was 39 
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per cent and of over-reading 1.2 per cent. The worst score of one 
reader in these two categories was 82 per cent and 3.9 per cent respec- 
tively. 

The tentative conclusions after the study were that: a) about one- 
half of the few cases of active pulmonary tuberculosis in the student 
body are detected as a result of the entrance survey minifilm, and about 
one-half as a result of symptomatic disease developing after a negative 
minifilm; b) no new cases were discovered by examination of contacts; 
and c) an entrance minifilm at time of registration is probably adequate 
in this type of institution. 


CoMMENT 


In this survey, the interpreters missed about one-third of the roent- 
genologically positive minifilms, and over-read about 1 per cent of the 
negative films. Better technique, more careful selection of readers, and 
dual readings would reduce the number of positives missed by a factor 
of about one-third. This second reading will increase the number of 
false positives but, from the public health point of view, the gain of 


additional contagious cases of tuberculosis would be regarded as justify- 
ing this inconvenience. 

To illustrate the practical aspects of these and similar studies in mass 
survey work, let us consider a survey of 200,000 unselected adults in 
this country, At the present time, it is estimated that such a survey 
would yield, on the average, about 100 true positive cases of active 
pulmonary tuberculosis (including both new cases and_ previously 
known cases). A single interpretation of these 200,000 minifilms by 
experienced readers would result in the detection of about 70 true posi- 
tives, and the missing of about 30. A second reading of the series will 
result in the detection of about one-third of these missed cases (or some 
10 cases), so that the total yield will be 80 true positives. 

The single reader will over-read at least 1.1 per cent of the true 
negatives, that is, about 2,199 out of the 199,900 negatives. A second 
reading would probably add a proportionate number of false positives, 
giving a total of about 4,398 false positives, who will be recalled for 
check-up films and perhaps other tests, If highly contagious cases of 
pulmonary disease are detected in the ro true positives gained by the 
dual reading, such added recall may be regarded as worth while. (To 
detect 10 positives in another or fresh group of adults, one would need 
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to minifilm about 30,000 persons.) 

Stradling and Johnston** believe that the number of needless re- 
calls (i.e., the degree of over-reading) can be reduced almost 50 per cent 
by the use of routine posterior lordotic minifilms in addition to the 
anterior view. This also decreased their degree of under-reading by a 
significant amount. 

Tuddenham*’ has discussed the value of megavoltage techniques 
and the use of the minifying lens in the detection of some subliminal 
soft tissue pulmonary lesions, It is well known that tomograms also 
reveal some lesions not visible in the standard roentgenograms, These 
special techniques are outside the scope of the chief considerations in 
this paper; they are not used routinely. 

Finally, it is to be noted that correct viewing methods are help- 
ful. For maximum acuity, illuminators not in use should be switched 
off. The illuminators in use should have shutters and a variable in- 
tensity dial. Films should be read in a systematic way, e.g., from left to 
right, and top to bottom, Attention is the first essential". 


Discussion 


To behold is not necessarily to observe. All students of radiology 
and pathology receive daily reminders of this elementary truth. Its 
appreciation must stimulate us to better methods of observation and 
analysis. For this reason, I believe the many studies in this field will 
have been worth while. 

What types of “lesions” are most often missed? 

Are they clinically significant? 

Why are they missed by experienced physicians? 

Garland", working with Miller, Zwerling, and Yerushalmy, studied 
the first of these questions in their early investigations. The following 
summarizes their conclusions and those of other investigators in this 
field, when plain anteroposterior chest roentgenograms are used: 


Types of lesions missed: 
a) Those obscured by bone or soft tissue densities, for example, 


densities behind or merging with rib, hilum, heart or diaphragm 
shadows. 


b) Those located at the base of the lung. 
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c) Those of small size (under 1 cm. diameter). 

d) Those of faint density. 

At the same time, it is to be noted that opacities as large as 4 cm. in 
diameter, and cavities almost as big, were also missed by different 
observers—lesions quite visible in retrospect! 

Significance of lesions commonly missed: Zwerling, Miller, Harkness 
and Yerushalmy*® investigated this question and concluded that clini- 
cally active lesions are apparently missed just as frequently as inactive 
ones. Groth-Petersen and Moeller of the Danish Tuberculosis Service 
also reported that the lesions missed on single interpretations of mini- 
films include many large and clinically significant ones. 

Reasons for missing lesions: These may be classified as “objective” 
and “subjective” or technical and non-technical. The objective ones 
include inadequacy of roentgenographic exposure and processing, in- 
adequacy of viewing arrangements, inexperience or fatigue of inter- 
preter, lack of interest, etc. The subjective ones are of unknown nature: 
there are times when an experienced physician “sees” a visible lesion 
clearly and times when he does not. This is the baffling problem, ap- 
parently partly visual and partly psychological. Some densities are 
doubtless “seen” but not evaluated as significant at the moment, others 
are just not “seen” at a given reading, Still others are occasionally “seen” 
where they do not truly exist. These phenomena occur in all clinical 
and laboratory work that has been studied so far. They constitute the 
still unexplained “human equation” in diagnostic procedures. 

The converse of under-reading is over-interpretation or diagnosis 
of non-existent disease, This is due to a series of factors comparable to 
those mentioned above. Technical and physical elements enter into the 
problem — such as under-exposure, heavy vascular markings, unequal 
muscle shadows, anomalies and artefacts—and the “human equation”. 
There are times when a reader over-interprets a normal shadow and 
times when he does not. The ensuing false positive diagnosis may result 
in as much psychic, physical and economic trauma as a true positive! 
Domestic, insurance and employment problems mount pari passu’. 

How have mass surveys in this country proved so useful in the face 
of this demonstrated degree of observer error, especially in the light of 
the fact that most surveys have been conducted with untested or in- 
experienced readers? The answer would appear to be three-fold: a) 
there is no good evidence that they have been useful; b) many missed 
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cases of pulmonary disease get well spontaneously; and c) most over- 
diagnosed survey cases come to no harm. Tuberculosis mortality has 
declined as greatly in states without active survey programs as in those 
with them. 

It has been shown in several studies** that a minority (as few as one- 
tenth) of new registered cases of active pulmonary tuberculosis are 
detected by such surveys, and that in routine hospital-admission surveys 
there are detected, on the average, only about 30 per cent more cases 
of active tuberculosis than are discovered by general population sur- 

Writing about Denmark, Groth-Petersen observes “that the cause 
of the decline of tuberculosis since the eighties is no more known in 
this country than elsewhere. General improvement in living conditions 
has probably been crucial. That Denmark already in the thirties was 
among the nations with the lowest tuberculosis mortality cannot be 
attributed to the fight against bovine tuberculosis, nor the work of 
chest clinics, nor to BCG vaccination, for the effects of these factors 
could not have manifested themselves so early.” Similar conclusions 
surely apply in this country". 

Incidentally, Groth-Petersen’s group was “shocked” to discover 
that the degree of disagreement of their expert minifilm readers was so 
great'®, They excluded all of the films which were regarded as techni- 
cally inferior in their test material of 5,000 minifilms, repeated their 
readings and found that their results were unchanged, To their astonish- 
ment, they found that extensive as well as small lesions were missed: 
indeed, only five of the 26 positive cases in their series were classified 
by Danish standards as minimal. 

When we teach these facts to our own residents we are met at first 
with incredulity. After describing the limitations of observation in 
other fields, some residents have become quite distressed, echoing John- 
son’s student who said, “But you can’t have the whole world a jelly”, 
or “It’s as though my world was cracked open.” They dislike thinking 
that specialists in a given field are not always expert in that field. Per- 
haps (says Johnson) we should aim to replace the security of thinking 
along well-defined, familiar channels, with a new kind of security based 
on the acceptance of ambiguity, uncertainty and open choice* *’, 
Reasonably applied, this should be a scientist’s course. 


One of my friends, a well-known professor of radiology, a few years 
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ago expressed the hope that we had discontinued our investigations in 
this field because they were so morale-disturbing. Perhaps he was con- 
fusing the nearby shadow with the distant substance. Had he remem- 
bered the sentence in St. Matthew following that pertaining to the beam 
and the mote, he would feel exhorted not to “cast pearls lest they be 
trampled underfoot”. Radiology has contributed so much to the scien- 
tific advancement of medical practice that, it seems to me, it can con- 
tinue its leadership in studies on the degree of observer-error, and on 
the means for its correction*'. 


SUMMARY 


The accuracy of many diagnostic procedures is subject to impair- 
ment from errors in technique of examination and interpretation, The 
former are correctable with care, and the latter partly correctable with 
training and experience, 

However, even experienced physicians are found to have a measur- 
able degree of “observer error”, due apparently to the so-called human 
equation, For example, experienced interpreters of a series of plain 
chest roentgenograms are apt to miss about 30 per cent of those films 
positive for roentgenologic evidence of disease, and to over-read about 
2 per cent of those negative for disease. Further, in evaluating pairs of 
serial roentgenograms for alterations in the status of disease, one experi- 
enced physician is apt to disagree with another in about one-third of the 
cases, and (on review) to disagree with himself in one-fifth of them. 

Comparable degrees of error occur in many forms of clinical prac- 
tice. Indeed, if all branches of medicine could be tested, the phenom- 
enon would probably be found quite universal. 

Accuracy in diagnosis can be improved by independent examination 
(dual interpretation) either by the same observer on two different occa- 
sions, or by two different observers—without knowledge of the results 
of the other interpretation, This has been shown to be true for single 
film examination, and for serial film interpretations. 

Realization of the degree of observer error in different fields should 
provide a stimulus to greater care in examination, to increased use of 
consultation, and, above all, to continued attempts at elucidation and 
correction of the factors involved. 
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CHILDREN OF DIVORCED PARENTS 


Introduction* 


SAMUEL KARELITZ 
Director of Pediatrics, Long Island Jewish Hospital, New Hyde Park, N. Y. 


& is not much more than a decade since sociologic problems 
such as juvenile delinquency became acceptable as suit- 


.. able material for presentation at a national meeting of 
the American Academy of Pediatrics. The discussion 
Besesesesesesa was so well received, the interest so great and comments 
so enthusiastic that the door was opened for the presentation of another 
problem, that of adoption, A committee for the study of delinquency 
became quite active, and a year or two later a Committee on Adoptions 
was formed. In addition to these National Committees, there are now 
many State Chapter Committees of the American Academy of Pediatrics 
on delinquency and on adoption. 
Now the Section on Pediatrics of The New York Academy of 
Medicine has arranged this meeting on “Children of Divorced Parents”. 
Why should a pediatrician be concerned with the subject, “Children 
of Divorced Parents”? It has nothing to do with infectious disease or 
nutrition, with growth and development; or has it? There is ample 
evidence that sociologic factors play a role in all of these conditions 
which are part of the growth of the child. Some affect the infant more, 
others the older child, but none are excluded from playing an important 
role in the child’s total development. The pediatrician has long since. 
ceased to be the doctor only for fevers, rashes and indigestion. He is 
interested in the child’s total development in every aspect, be it acute 
illness, physical or structural growth or emotional maturation. He 1s 
even interested in the prenatal conditions which favor the birth of a 
full-term, healthy infant. Illness of the mother during pregnancy which 
may lead to the birth of an abnormal baby; blood groups of the parents 
which may cause erythroblastosis in the newborn; the type and con- 
ditions of delivery, including the analgesia and anesthesia given the 
mother during labor,—these are just a few areas of the pediatrician’s 
interest in the welfare of his future patient. 
Mental hygiene clinics for children of all ages, including the adoles- 
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cent, are ever increasing in number, although far too slowly to meet the 
needs. Pediatricians are deeply involved in this. In brief, the pediatrician 
is interested in the child from the time he is a glimmer in the eyes of his 
parents until he decides that he or she no longer wants to go to a 
doctor’s office because he does not wish to associate with babies. 

One of my alumnae asked if 1 would do the premarital examination 
and draw blood for serology. I agreed to do it as part of my wedding 
present to her, I soon discovered that I had also been the groom’s pedia- 
trician. Upon leaving my office Connie said, “Doctor Sam, from the 
womb to the Wassermann”’. 

How right she was. The pediatrician sees the newborn child from 
birth until he relinquishes the patient as too old, somewhere between 13 
and 20 years. The pediatrician’s name and office and home telephone 
numbers are likely to be high on the list of people to call in emergency— 
often higher on the list than that of the grandmothers. He is called when 
Jane has colic, John has chickenpox, and is consulted when Jimmie has 
tantrums or is not doing well at school. Should divorce be imminent, he 
is likely to have sensed long before that domestic matters were progress- 
ing poorly. If consulted, he may be very helpful as a counselor and may 
succeed in recommending a cooling-off period. [ have been in court as a 
professional witness in a custody hearing only once. This was such a 
terrible experience that | felt certain that any help I might offer would 
be better given directly to the families. After divorce I have been called 
upon to answer all sorts of questions, generally those arising from dif- 
ferences between the parents about health, school, et cetera. How many 
of you have had little patients become attentive to you, in a manner re- 
vealing their need of a father? 

Pediatricians often become intimates of the family of their patients, 
and this during the most important period of child development—the 
early years. He is concerned with the welfare of his patient from every 
aspect and is, or should be, willing to participate in all problems in which 
he has competence. Certainly he is frequently called upon to do so con- 
cerning problems arising from divorce. 

It seems quite logical that if he is to assume a role in the welfare of the 
child of divorce, he should know more about it than most of us do. 

It is for this very purpose—to increase our knowledge of the in- 


tricacies confronting the child of divorce—that this group of eminent 
people have been requested to discuss the subject. 
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THE PEDIATRICIAN AND DIVORCE* 


Murray H. Bass 


Consulting Pediatrician, The Mount Sinai Hospitai, New York, N. Y. 


eens WISH first to compliment Dr. Karelitz for his choice of 
4] subject for this evening’s discussion, for divorce 1s cer- 
I i tainly of great importance as regards the mental and 
physical health of the child and I cannot recall that we 
wesesesesesesey have ever considered this subject at any meeting of the 
Section on Pediatrics of the Academy. I have been allotted only ten 
minutes in which to speak as a representative of the pediatricians in this 
symposium, There are many pediatricians in this audience who will 
therefore have to be represented visually rather than vocally. 

Particularly in recent years, with the great increase in div orce, every 
pediatrician has been confronted with its serious effects on the child. 
He may even be the first outsider to suspect family dissension, for, as 
I have so often put it to parents, “The best mirror in the house is the 
child”. 

I know of no situation in which more rationalizing is done than by 
parents who are about to separate. When parents have informed me of 
their intention to go their separate ways, I have always asked whether 
they have taken into consideration the effect on their children, and have 
almost invariably received one of two answers, Fither they have said, 
“Oh, the children are too young to have it affect them”, or “Oh, the 
children are too old to have it affect them”. 

Actually, every child is affected by the divorce of its parents. We 
must realize that it is not only the actual separation that is a most 
traumatic experience, but also that during the preceding period the child 
is forced to live for months, or perhaps for years, in an atmosphere of 
bickering, quarreling and even physical violence; and this may lead to 
serious disturbance in the child. As has been well said, “Emotional 
divorce always precedes legal divorce’’**. 
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My own experience has been chiefly with middle-class society where 
conditions are not so bad as among the underprivileged, where broken 
homes are coupled with alcoholism, drug addiction and open infidelity, 
and so often result in juvenile delinquency. However, even among well- 
educated people of good social standing, it is surprising to see how 
parental incompatibility may lead to the most shocking conditions, in 
which the children are exposed to witnessing physical violence and even 
police interference. 

In contrast to this are the cases where the home atmosphere is one of 
frigidity, where parents do not speak to each other, but show their 
disdain by simply ignoring each other. The impact of such an environ- 
ment can also be very harmful to the child. 

The actual separation of the parents often relieves the atmosphere 
of tension and unhappiness in which the child has been living and thus 
results in greatly improving his condition. On the other hand, if the 
parents continue to show their animosity toward each other, they may 
do so via the child, who again becomes an innocent victim. The shut- 
tling of the child from one parent to the other becomes a torture, es- 
pecially when one of the parents, usually the father, has rejected the 
child and is glad to relinquish his parental role. 

It is also not too unusual for a divorced mother to find that even with 
alimony she cannot support her child, and she is often forced to seek 
employment. This entails depriving the child of her companionship, thus 
adding to his feelings of insecurity, abandonment and unhappiness. 

Not only does the unnatural condition of family life lead to purely 
psychic symptoms in the child such as aggressiveness, temper tantrums, 
nightmares and many others, but psychosomatic symptoms which may 
closely simulate organic disease make their appearance. Such, for ex- 
ample, was the case of a four year old girl exposed to a home atmosphere 
of parental frigidity, where scarcely a word passed between the parents. 
This child developed diurnal enuresis without any organic disease. An- 
other ten year old girl developed an apparently uncontrollable cough, 
which proved to be an attention-getting device when she found her- 
self neglected because the parents were so preoccupied with their own 
incompatibilities, and their marriage finally ended in divorce. Anorexia 
is another common symptom which may develop in the child in the 
tense atmosphere of an unhappy home, especially when the parents 
wrangle and quarrel during meals. | treated one such case in which a 
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14 year old girl developed anorexia nervosa, which almost proved fatal, 
but which fortunately responded to purely psychologic treatment. 

There are, of course, many divorces in which the parents are sensible 
people who are aware of the bad effect a divorce may have on the child 
and anticipate its evils by intelligent conduct. The child will do much 
better if the situation is made clear to him and he is informed, either by 
the parents or a psychiatrist, of exactly what is happening. If the parents 
continue this attitude after their separation, much of the psychic damage 
may be repaired. 

Finally, what role should the pediatrician play in divorce? First, 
if he suspects unhappy home conditions, he should impress on the 
parents the harm they may be doing their child. Secondly, he can be 
especially kind to his patient and give him or her some feeling of security 
and the consciousness that at least someone has his interest at heart and 
takes a protective attitude toward him. Thirdly, he can recommend to 
parents that, if they have not already done so, they should seek help 
from a psychiatrist or a marriage counselor. Although psychiatry is now 
being much more emphasized in pediatric training, | doubt whether the 
average pediatrician is well enough equipped to deal with some of these 
difficult cases, And lastly, where the parents are already divorced, the 
pediatrician can refer them to a society such as that known as “Parents 


Without Partners”, a rapidly growing society with numerous branches, 
at whose meetings the children can come in contact with other children 
of broken homes and can realize that they are not the only children 
whose parents have separated, At this society the parents are also helped 
by lectures on how best to adjust their lives and those of their children 
to a truly unnatural situation. 


The decision as to which parent shall have custody of the child is, of 
course, extremely important, and it would seem to me that here the 
pediatrician may render a very useful service. However, it is my impres- 
sion that the pediatrician’s advice on this subject is not often sought. 
Only in a single instance have I personally been asked by a judge to 
assist him in such a decision. It will be of interest to have some informa- 
tion on this question by the members of the legal profession on this 
panel, 

We pediatricians have much less to give than we have to receive on 
the subject of divorce and I am sure that we all look forward to a most 
instructive discussion by the distinguished panel this evening. 
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THE PROBLEM AS VIEWED 
BY A JUDGE OF THE 


NEW YORK STATE SUPREME COURT* 


Hon. SAMUEL RABIN 


Justice, Supreme Court, State of New York 


HAs frequently been said that a child’s welfare is the first 

concern of the Supreme Court when that question is 

I. presented. The judge exercises his discretion “as parens 

patriae to do what is best for the interest of the child”. 

© That discretion, however, is not absolute or uncontrolled. 

It is subject to review by the Appellate Division, and, where a question 
of law is presented, by the Court of Appeals. 

Long before a judicial divorce is sought, an emotional divorce has 
already taken place. The couple involved has gone through a series of 
traumatic experiences and has found living together intolerable and 
oftentimes impossible. Somewhere along the way a happily married 
couple has ceased to be happy, conflicts have arisen and frictions de- 
veloped which have resulted in separation. It matters not whether the 
break was caused by quarrels over money, in-laws, jealousy or just 
because the parties were not meant for each other. The quarreling and 
name-calling increases to a point where the couple has run out of in- 
vectives and has no more china to throw at each other, They may seek 
marriage counseling or their families’ advice, unsuccessfully. Finally, let 
us say, the wife consults a lawyer, who usually makes every effort to 
bring about a reconciliation, and, failing that, to have the parties reach 
an amicable settlement of their problem. However, if his efforts are 
unsuccessful, his only alternative is to turn to our court, which has sole 
jurisdiction over actions for divorce, annulment and separation. His 
first step is to prepare a summons and a verified complaint, in which he 
describes in detail the horrendous misconduct of the husband. Frequent- 
ly, a motion for alimony and counsel fees accompanies the service of 
process, Since to succeed he must show a reasonable probability of 
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success, he must describe in detail his client’s grievances in an affidavit 
sworn to by her and supported by the affidavits of others, The husband, 
served with these papers, becomes indignant and resentful in his turn 
and answers in kind, and the fat is in the fire. It is only then, for the first 
time, that the matter comes before the judge for disposition in what, I 
am sure you will agree, is not an ideal climate. 

We sit as an adversary court, 1.e., a couple comes before us, each 
represented by a partisan lawyer whose primary interest is to win his 
case for his client. The child involved is unrepresented by counsel; he 
is incidental to the “main bout.” His mother has come to court to win 
a divorce or a separation and to obtain support for herself and the child, 
whose custody she invariably seeks. The issue before the court is one 
of guilt; has the husband struck his wife or called her vile names in the 
presence of others, has he failed to support her, has he abandoned her, 
or has he been guilty of misrepresentation in inducing the marital con- 
tract in the first place? Having answered the question in the affirmative, 
the judge then turns to the problem of the custody and support of the 
minor child. 

It now becomes the duty of the court to determine the issue of 
custody, visitation and support, solely on the basis of what will best 
serve the welfare of the child. In that sense the matter ceases to be an 
adversary proceeding. The child is the ward of the court and it is the 
judge’s duty to protect his interests. What does a judge have to go on, 
in reaching his determination? To begin with, the overwhelming number 
of divorce decrees are granted by default. The legally significant facts 
furnished to establish the statutory grounds necessary to make out a 
cause of action often bear no resemblance or relationship to the real 
causes of the conflict. Actually, many of the divorces are arranged be- 
tween the parties and frequently rights to support for the child, custody 
and visitation are bartered away in exchange for the uncontested decree. 
In most instances the court is requested merely to adopt the arrange- 
ment the parents have made for their child. This the court usually will 
do unless the provisions are inadequate or otherwise improvident on 
their face, subject, of course, to modification by the court at a later date 
upon a showing of changed conditions. 

Even if custody and rights of visitation are contested, the court can 
decide these issues only on the evidence the parties have adduced as 
adversaries. But the child is not an adversary; he is the innocent victim 
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of his parents’ quarrels and faults, and the solution of his problem must 
be reached on other than an adversary basis, and by means not presently 
provided by the court, 

As has been so clearly stated by Presiding Justice Bernard Botein of 
the Appellate Division, First Department, in a lecture given exactly two 
weeks ago: 

“Conflict in the home and neglect of the young are now in- 
creasingly viewed as matters of community concern and not as 
private brawls or tragedies, to be left in the courts to the 
fortuitous justice of the ordinary adversary procedure. In this 

area the judicial process is avowedly beginning to look for a 

solution of the situation on a societal basis—rather than a judge- 

ment for or against one or another of the persons involved.” 


As yet, however, no independent social or psychiatric services are 
available to the court. Indeed, there is no provision or staff for any in- 
dependent investigation. Such efforts as are made by the court in the 
direction of utilizing ancillary services depend upon the consent of the 
warring parties, and where such facilities are not available, on the will- 
ingness, personality and wisdom of a judge, trained for the most part 


only in the law and experienced primarily in deciding adversary issues. 


The first attempt, and to date the only one, to meet this lack was 
made in 1955 in New York County when a pilot project was set up 
with funds donated by the Doris Duke Foundation for a two-year 
study. The project was considered by the court and the lawyers of 
sufficient value to warrant being continued as part of the court itself, 
with funds supplied in the court’s budget. A special Family Part has 
been set up for the centralized handling of family disputes, manned, on 
a rotating basis, by a specially designated group of judges, Provision 
is made for two professionally trained and experienced social workers 
whose services are available to the court—but only with the consent of 
the parties involved. When no consent can be obtained, the court, as has 
been noted, is forced to proceed to determine the issues almost solely 
upon the evidence as it is developed by counsel representing the con- 
flicting interests of the side for whom he appears, rather than the in- 
terests of the child involved. 

I might say, however, that in the proposed reorganization of the 
courts by a constitutional amendment presently before the legislature, 
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provision is made for the creation of a Family Court to which the 
Supreme Court may refer matters of support and custody of minor 
children. Of course this presupposes that the Family Court will have the 
investigatory staff and the social and psychiatric services necessary to 
make an intelligent determination, 

In furtherance of the policy of the State to discourage dissolution of 
marriage, even when the plaintiff can demonstrate the legal grounds 
for such relief, the legislature, in its very last session, added a new 
section, 1165-b, to the Civil Practice Act, as an aid to the court toward 
effecting reconciliation, However, even this enactment only goes so 
far as to permit the establishment by the court of marital conciliation 
services on a voluntary basis, upon mutual consent of the parties to the 
action. Whether this section will be implemented, and when, and more 
important, whether the parties involved will consent to its use, remains 
to be seen. To be sure, if the new section is to be made effective, its 
provisions will have to be made available and be resorted to long before 
the parties appear for trial. 

To have any value, attempts at reconciliation must be made before 
a complaint, with its accusations of misconduct, has been served and 
before the parties have documented their charges and counter-charges 
to a point where withdrawal from the positions they have taken is diffi- 
cult, if not impossible. To that end provision must be made for a cool- 
ing-off period before resort to the courts, as is done in other states, 
notably Illinois, California and New Jersey. 

Developments like the New York County experiment, the establish- 
ment of marital concilation services in the Supreme Court as contem- 
plated by the new statute, and the proposed Family Court to which the 
Supreme Court may refer questions of support and custody, are steps 
in the right direction. Such projects will aid in charting the beginnings 
of a course that we must follow if we are to resolve the dilemma facing 
the judge, by giving him substantial aid in meeting his arduous task of 
deciding, between mother and father, who is to have the custody of the 
youngster. Plainly, and again I quote from Mr, Justice Botein’s remarks, 


“... this evolvement will require fundamental changes in the train- 
ing and the function of the trial judge and lawyer collaborating in 
such litigation, They will require a greater familiarity with the 
disciplines of the social sciences than with rules of evidence. 
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The lawyer’s function will be less that of the adversary 
and more that of a cooperating officer of the court, engaged 
in the joint enterprise of formulating some socially and 
legally acceptable solution to the problem at hand.” 


Until the changes outlined above become fact, the Supreme Court is 
limited by the working tools presently available. | am sure you can 
understand why a judge must all too often ask himself, in matters affect- 


ing the welfare of a child about to join the ever-increasing army of chil- 
dren of divorced parents, “Where do I turn, Oh Lord, for guidance?” 
He must sometimes agree with Alfred Lord Tennyson that marriages 


are made in heaven and that he himself cannot play God. 
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THE NEED FOR 
CONSTRUCTIVE PLANNING FOR 
CHILDREN* 


Marton E. KeENwortuy 


Professor Emeritus, The New York School of Social Work, Columbia University, New York, N. Y. 


“Hose physicians identified with the problems found in the 

4) field of child psychiatry are particularly concerned with 
T i using their technical insights in efforts of a preventive 
nature. Hence the choice of this title—““The Need for 
aesesesesesesy) Constructive Planning for Children”. When the child 
guidance movement was given its first real support by the Common- 
wealth Fund in September, 1921, we found an urgent need expressed 
by parents seeking the best ways to help their children meet the threats 
suffered by them due to disruption of family life. A break in family 
ties is always hard on children. 

It is easier to discern the emotional burdens which befall children 
when family unity is interrupted by an acute illness of a parent. The 
sudden sense of loss so often precipitated for the young child when his 
mother disappears from sight because a new baby is coming is well 
known, Over the years parents have learned more effective means with 
which to safeguard his sense of security. Books by Ben Spock and 
others have become the equivalent of the family Bible to anxious young 
parents when they are seeking answers to simple questions of the hows 
and whys. 

Unfortunately it is not easy to write books which deal with the 
more complex problems precipitated for children whose parent has a 
long period of hospitalization. It is difficult to supply simple, definitive 
suggestions and directions on how to handle the emotional, social and 
economic aspects of a long-term separation from a parent such as this. 
It would be even more difficult to give specific suggestions of the best 
ways to help children who suffer separations due to the mental illness 
of a parent. In this kind of situation, the breakdown of communication 
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between parents, and parent and child, often may have been the result 
of the emotional confusions of the mentally disturbed adult many 
months preceding the franker recognition of the symptoms of mental 
illness by the family, and before hospitalization is found necessary. But 
in all of these kinds of problems it is possible to help children under- 
stand that disaffection and the break in family continuity is not a de- 
liberate act by a parent. It does not need to mean a loss of love to the 
child. 

My purpose in outlining the emotional differences which exist for 
children in problems which it may not be possible to prevent must be 
self-evident. No less complex is the problem of separation or divorce, 
in which the hurt to the child is severe. Age differences of children make 
for variations in the kinds of response to be found. When parents de- 
cide to separate or divorce, without seeming concern for the young 
child’s feelings, the sudden disappearance of one parent without explana- 
tion can truly be a threat. The increase in the incidence of divorce in 
this country in the last two or three decades has become a source of 
monstrous concern to all of us. 

How can we help children achieve greater emotional and social 
maturity than their parents have been able to attain, in order to safe- 
guard generations to come? This is no easy task. There is no sure-fire 
remedy for which we can write a prescription, It is my conviction, 
however, that we can do a lot to help. We can devote more effort 
towards establishing safeguards to normal emotional growth and de- 
velopment in children. We can make better use of every known pre- 
ventive resource. The insight possessed by many professional groups 


should be put to work. These services can assist young teen-aged per- 
sons in particular to develop more positive identifications with mature 
ideals for themselves. 

The easiest way, and one that holds a maximum privilege for the 
children yet unborn, is to be found in work with young people who 
are still involved in the broad educative process, It is, of course, easier 
for these young persons, if they are fortunate enough to have parents 
who themselves have a responsible sense towards the emotional social 
maturation of their children. It is so much easier for children who can be 
comfortable in their identifications with stable parents of their own. 
Where own parents lag, the parent substitutes in the child’s world can 
be made aware of the child’s needs and they can help to add very positive 
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impetus in the support of growth, Their name can be legion. Teachers, 
school counselors, social workers, psychologists, pediatricians, school 
nurses, neighborhood group leaders are all interested in helping young 
people achieve the emotional balance and growth which will assist them 
to seek adequate ways to assume responsibility for themselves. Through 
such independence and self-acceptance, they can be prepared to assume 
adequate roles as partners in a marriage. 

Psychologically, such a maturity presumes in each individual a 
resolution of his infantile conflicts during his growing-up period, This 
kind of maturity assumes a readiness to take responsibility for his part 
in the day to day interpersonal relationships with family, friends, et 
cetera, 

When young people come to expect this kind of responsible be- 
havior from themselves and seek a partner who shares some of the same 
feelings, it is not hard to imagine the potential strength of purpose and 
dedication which they will bring to the care and rearing of their 
children. | know many young couples of this kind. Many that I know 
most intimately are young people who in their teen-age period or early 
twenties have come for analytic treatment. These young people, i 
resolving their conflicts, have emerged with satisfactory personal ad- 
justments which permit of most positive adaptation in marriage and a 
very constructive ability to handle their children’s needs. In a long view 
of this kind of preventive effort, I have had the satisfaction of seeing 
how well this kind of help has produced fine results, even unto the 
third generation. 

In this present generation we know there are many parents who have 
failed to achieve the kind of emotional maturity needed for a successful 
marriage. One cannot place blame carelessly. 

These young parents, out of their own emotional struggles with 
each other, often rationalize that a break while the child is still very 
young will not be so hard on him. They reason that it will be easier 
because he is too young to ask questions, It is not hard to imagine that 
it may be easier for the parents if they do not have to answer pointed 
questions which can be very hard to answer, when put by children who 
have a way of searching for the truth of the matter. 

Psychologically, we know that in infancy and the pre-school years, 
the child’s dependency needs are largely met by the mother or her sur- 
rogate. This fact is reflected in the legal pattern in which the mother 
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customarily is awarded custody of the younger children in the event 
of divorce, But in normal family life we know the importance of a 
father’s presence. The meaningful value of a loving father for the normal 
psychological development for both boy and girl children is clear to all 
of us, The early emergence of a good father-daughter relationship helps 
immensely in promoting the normal resolution of oedipal needs and 
permits of the emergence of mature psychosexual adjustments, so 
needed if she is to become a socially and emotionally mature adult. 

For the boys, a good masculine identification achieved readily 
through a continuing, constructive father-son companionship helps the 
growing boy to build for himself an image of himself as a responsible 
adult man. 

When separation and divorce occur in the early years of a child’s 
life, parents must be aided in setting up safeguards to protect the emo- 
tional lives of their children. We should never become complacent if 
a very young child seems to take the absence of his father without 
anxiety or concern, In this period of his life, where his physical and 
emotional dependency needs are so largely met by mother’s care, he 
may not reflect anxiousness when father doesn’t come home as usual. 

Time does not permit adequate discussion of the many pitfalls which 
exist. In setting up a preventive program which permits of some safe- 
guards in the child’s emotional development, it is particularly important 
to help the mother understand how to help herself to maintain emo- 
tional steadiness and, without frightening her about the additional re- 
sponsibilities inherent in the handling of the child, try to help her learn 
to observe how he responds, and to share the concerns she may feel with 
a person who is competent to help her choose a path which will avoid 
emotional pitfalls. We need to help her not to infantalize the young 
child, if she feels deprived of the partner love object, to help her, with- 
out frightening her, to avoid making the child become the substitute 
love object. One sees plenty of instances, where no help is given the 
mother, in which the young boy tends to build a phantasy life in which 
he feels that he has the sole right to be the omniscient male in her life. 
He can become jealous of all intruders, resentful of any and all in- 
terruptions, and, in short, can become a little emotional monster who 
stands guard and runs his mother’s life. It is not necessary to spell out 
the psychosexual confusions which can emerge in his kind of case, but 
it is important to remember the value of preventive safeguards which 


Vol. 36, No. 9, September 1960 


600 M. E. KENWORTHY 


may be readily adapted when help is sought and utilized. 

The psychological factors which exist for girls are different from 
those for boys because of the socio-cultural and psychological roles 
which they are expected to play as adults. In early childhood the de- 
pendency needs for the boy and girl are essentially the same. For the 
girl, the impulse to imitate and identify with the mother is natural, If 
the mother herself is glad she is a woman who has real pride in her own 
feminine identification, the girl readily accepts herself as a feminine 
person, She, too, needs a good relationship with her father in support 
of her feeling need to be accepted by him for herself. 

Where separation and divorce of the parents takes place, it is im- 
portant to work with the father as well as the mother. He needs help to 
discover simple ways to maintain contact with his child. The importance 
of being consistent in his visiting program is easy for him to understand. 
He needs to find easy, genuine ways of showing his continued pleasure 
with the child, without self-consciousness. He needs help to understand 
that bringing presents should not become the sesame to an open door 
policy. He should receive help in finding easy contacts with the child 
if he has difficulty in being relaxed at the time of his visits. To ac- 
complish this may require cooperative planning by both parents, so that 
the child may be protected from feeling the tensions which exist in his 
parents. 

For little children, it is often less disturbing if the father visits in the 
home. Self-conscious absence by the mother can create added con- 
fusion. Where mutual concern for the welfare of the children exists in 
parents, they often find ways to help themselves, or they can accept 
help in finding satisfactory ways to handle their interpersonal conflicts 
for the sake of the emotional welfare of the children, This helps to 
establish a relatively more dependable continuum for children who need 
to feel that both parents care for and love them for themselves. 

An interesting commentary on the psychological significance of 
parents’ requests for psychiatric advice may often be made. 

When parents contemplating divorce have sought consultation with 
me, prior to any definitive action, | have found as we talked together a 
real willingness to take time to explore all of the potential difficulties 
which might arise for the children, In talking of custody it is easy to em- 
phasize the child’s need for a continuum with the mother. I have already 
indicated the usual judicial ruling of custody to the mother is consonant 
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with sound mental health principles. 

In these preliminary talks, the personal problems of the parents are 
often discussed at length. I have frequently been struck by the fact that 
when troubled parents, concerned about their marriage, come first to 
the psychiatrist, instead of the lawyer, there may be reason to believe 
that enough doubt or ambivalence exists to suggest the existence of an 
impulse to stay together, whether they are conscious of this or not. 

During many years of experience I have found that most of these 
people have voluntarily moved into a treatment relationship, postponing 
the decision about divorce until treatment has been completed. Where 
the treatment need is accepted by both partners, divorce has never 
taken place. This optimum result would be more difficult to achieve, 
I believe, if their mutual resentments and aggressive needs had been 
sufficiently intense to have forced them to act out their hostility, through 
seeking advice from legal counsellors selected to represent them as in- 
dividuals. 

The child in the pre-adolescent years who is caught in the web of 
parental conflicts is bound to suffer a lot of misery. When his parents 
become involved in conflict with each other, too often he cannot help 
himself. He overhears quarrels between them, and, if emotionally par- 
tisan towards one parent or the other, he makes it his business to over- 
hear. The boy, struggling with his own oedipal conflicts, wants 
to protect his mother, He hates his father, the rival, and expresses real 
eagerness to help his mother get rid of the father. In instances of this 
kind the unaware mother may find her own emotional desires for 
revenge on her husband supported by her son, but with little realization 
that his expressed resentment toward his father is his more personal 
conflict with the stronger masculine rival. That she permits him to 
espouse her cause is indeed no solution for what ails him. 

The girl in this age group becomes concerned when she finds a need 
to repress her emotional attachment for her father, Out of fear of in- 
curring her mother’s displeasure—should the mother discover the father’s 
importance for his daughter—she emphasizes her dependency needs for 
her mother, and utilizes her phantasy as an escape from a painful reality. 

In trying to insure some security for children in this age group, it is 
very clear that lawyers who possess dynamic insights attempt to work 
out safeguards for the children in setting up sound separation agree- 
ments between the parents, 
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The importance of creating a specific procedural program, con- 
cerned essentially with protecting the children’s rights of parental 
visits, school placement, medical care, support, et cetera, is essential to 
assure stability for the children. No matter how detailed the elements 
of agreement are for the care of the children, it is essential that both 
parents be helped to recognize the need to support and conserve the 
emotional stability of their children, Parents who have any real concern 
for the feelings of their children can be helped to develop understanding 
of the emotional turmoil they are experiencing which will serve 
to protect the children from undue conflicts. It is important to show 
parents how to help their children feel safe in the parental love for 
them. In support of this much-needed assurance, parents must be helped 
to impose rigid controls upon themselves so that the child may not be 
torn apart when visiting one parent, in the fear that he may be questioned 
about the activities, interests and behavior of the absent parent. Both 
parents need to become aware of the social ego status hurt suffered by 
the child when the fact of divorce becomes public knowledge. 

The impulse of parents to send a child of this age off to boarding 
school to help escape the status change seems to me to be a procedure 
doubtful of value. Where parents do have a sense of how hard it is for 
children to tolerate this kind of change, they can make things somewhat 
easier if they can be helped to communicate to their children in many 
simple ways the assurance that they are in no way responsible for their 
parents’ decision. It helps a child when he is made to feel that both 
parents continue to love and cherish him. When the child is afforded 
this kind of assurance he will be more easily safeguarded from the 
ravages of his own internal conflicts which are related directly to his 
own phantasy life. 

Over the years, many lawyers have referred parents to me for con- 
sultation, in an effort to help them protect the emotional health of their 
children. In many instances I have been asked if [ would be willing to be 
assigned as moderator, in the event that the parents could not agree 
upon the best solution for the well-being of the children. In no instance 
of this nature have I ever been called upon to function in this capacity, 
although many times my advice has been sought by both parents re- 
garding problems of medical care, choice of school or college, or the 
best way to introduce a new step-parent into the situation, 

For the adolescent and young adults who have already found ef- 
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fective ways of solving their own emotional problems, and who have 
emerged with a sense of self and have achieved an adequate social ego 
ideal of their own, one need not fear too serious effects upon their 
emotional balance, if their parents should decide to divorce. They often 
seem older and more aware of the parents’ problems than do the parents 
themselves, In some instances there seems to develop a reversal of roles 
in which the younger generation moves in to give support to the parents. 

In those unhappy situations where the adolescent, for a multitude of 
reasons, may have failed to achieve an adequate emotional maturation, 
one sees the young person’s confusion expressed by ambivalence in 
which they play one parent against the other in order to achieve the 
maximum benefits from both confused victims. In cases of this kind, 
referral of the young person for psychiatric help, if done in a sym- 
pathetic and understanding manner, helps the product of this parental 
confusion to receive needed help. 

I have used no case studies to illustrate my thesis, because of lack of 
time. Perhaps this is just as well. While actual case examples make fas- 
cinating reading, it is never safe to assume that because a case has been 
successfully handled, one can presume equal success by using the same 
technique in another case. 

Each new case must be approached with an open mind. Each in- 
dividual situation has its own peculiar needs. Time for deliberate study 
is required for each case in order that help may be made available to 
meet the specific needs of the individuals involved, whether consciously 
or unconsciously expressed, because of the multiple variations in the 
complex strivings of human beings. 
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CAN THE SCHOOL HELP THE 
CHILD OF DIVORCED PARENTS? 


C. Ph.D. 


President, Barnart College, Columbia University, New York, N. Y. 


H BELIEVE that a good school can do much to help the child 
4) of divorced parents. A good part of his waking hours 
5 are spent at school, and if something positive can be done 
for him there, his whole morale will be strengthened. 


— 


25e5e5e5e525 4 First, a teacher who knows a child at all can pick up 
symptoms of anxiety and upset. Even in a big class, these may become 
apparent, and either the teacher or social worker can talk with the 
parent, and help to anticipate problems. Sometimes, the school is aware 
of the family upset before the impending crisis is known to the parents 
themselves. I even recall a case in which a divorce was prevented when 
the teacher and supervisor talked with both parents about the effect of 
the home situation on the child. 

Then, the school is certainly the natural agent to rehabilitate the 
child who is suffering from shock after a divorce has taken place. If 
the teacher or school authorities are alert to discover the situation the 
child is facing at home, many appropriate steps can be taken by the 
social worker or classroom teacher to support and befriend him in his 
hour of need. Special help with his homework, and appreciation of his 
efforts when it is done, will do much to improve his state of mind. This 
is the time to see if he can be elected or appointed to some office, or 
given extra responsibility or honor. Some of his classmates may be 
quietly enlisted to help, or other parents may be willing to give him 
special invitations. Any signs of friendship at this time may make all 
the difference in the world. 

It is important for all concerned to realize that although some rough 
days are inevitable, all divorces are not necessarily tragic. In many 
cases | have known, the air has been cleared, and the lot of the children 
considerably improved by the legal recognition of the break between 
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the parents. I even knew one girl whose “four parents” came happily 
to every school event, and all seemed equally proud of her. If a child 
can be supported by an atmosphere of hope, this in itself will be very 
constructive. 

Finally, and most fundamental of all, the good school can help all 
children of potentially unhappy parents by helping to establish in the 
community conditions which will make divorce less frequent. In a big 
city which tolerates a high pupil-teacher ratio as well as a scarcity of 
guidance counselors and social workers, such an influence would ob- 
viously be impossible. When, however, the school fosters proper com- 
munity activities, and adequate parent education through a well or- 
ganized P.T.A., much can be accomplished. What we need is com- 
munities in which families can find expression for their real interests, 
and can work together to enjoy themselves and to create a better en- 
vironment for themselves and for their children. In this kind of com- 
munity, families will be fostered in which divorce will be less frequent. 

Recently, in an article in the New York Herald Tribune, Walter 
Lippmann spoke with bitterness about our current American ideal of 
“plenty, prosperity, and peace”. A nation like ours which spends in- 
adequate sums of money for schools and billions for material luxuries 
pays its account in family deterioration and human tragedy. I believe 
that we are beginning to see this, and that we may build in the future 
so that we shall have better and happier homes. 
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THE CHILD IN COURT* 


Hon. Justine Wise Povier 


Justice, Domestic Relations Court, City of New York 


Gsesesesesesed recent New York Times review of “The Thief in the 
4] White Collar” reported that this volume throws new 
H A light into the dark corners of middle-class and upper- 
fh class dishonesty in money matters; it is estimated that 
members of these groups will steal more than one bil- 
lion dollars during 1960. Incidentally, this sum, according to Federal 
Bureau of Investigation figures, is more than that stolen in 1957 by the 
nation’s burglars, pickpockets, stick-up men and auto thieves. Yet public 
interest and fear centers almost exclusively on the latter group. 

In similar fashion, divorced parents are regarded as the overt of- 
fenders against their children—although the evidence is clear that the 
vast majority of children who become delinquent, disturbed or mentally 
ill are not children of divorced parents. 


Let me immediately make clear that of the thousands of neglected 
and delinquent children whose cases I have heard, little more than a 
handful come from homes where two parents love one another and 
their child. The exceptional instances occur generally where there is 
an organic brain injury, serious mental retardation or some other tragic 
physical basis for deviant behavior. 

The vast majority of our troubled and troubling children come 
from homes in which parents have failed to develop an on-going, 
meaningful, loving and happy relationship in marriage. However, as 
Judge Alexander of Toledo has said, where there is a divorce it is really 
little more than the formal tombstone erected by the court over the 
grave of a dead marriage. 

Perhaps it is easier, and more comfortable for those who are not 
divorced or even the general community, to take a single institution 
such as divorce and hold it responsible for the family problems of 
America, than to probe beneath the surface. That, however, is not our 
purpose in meeting here tonight and I believe you wish to take a hard 
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look at the facts as one sees them in the Children’s Court. 

In speaking of the children who appear before our Court I speak 
inevitably, for the most part, of our less privileged children. Those who 
come from families in higher economic brackets are rarely brought be- 
fore us, These are referred to social agencies, to boarding schools, or to 
psychiatrists. Later they may become ill or anti-social in such overt 
fashion as to be known to courts or hospitals, but they are generally 
shielded from the courts while they are young. This does not mean that 
their problems, like those of the children who come before the Court, 
do not stem in large part from failures within the family. To the extent 
that such children are shielded from the temptations, the pressures, and 
all the ugliness of our slum and ghetto areas, their problems are even 
more likely to be family-centered than those of children whom the 
community, as well as the family, has failed. 

In the Children’s Courts, where we see a cross-section of the severely 
troubled and seriously troubling children of our community, we have 
found that only about 25 per cent come from homes in which they are 
living with their two natural parents. Nor even in this group, where 
there are two parents, is one likely to find a really good marriage. The 
lack of two parents is generally not due to divorce. Death, illness, 
separation, and abandonment by the father are the chief explanations 
for the absence of at least one parent. Behind these explanations we 
repeatedly find parents who are uneducated, poorly adjusted, having 
themselves had an unhappy family history, emotionally disturbed and 
incapable of good inter-personal relationships. 

Too many of the children brought before the court coming from 
such inadequate and disturbed homes are anonymous, lost children 
unknown to anyone who can or will help them until trouble strikes 
violently or the children strike out. It is significant that a majority of 
the children brought before the Court as neglected, are brought before 
they are 12 years of age by some relative, friend, police officer or 
agency who seeks help for them. In contrast, the vast majority of chil- 
dren charged with delinquency are over 12. Yet as one reads their 
family histories they are found to be all but identical except for one 
factor: no one knew or cared enough to act on behalf of the delinquent 
child until he committed a delinquent act. 

This similarity is reflected again in a fascinating study by Professor 
Chein among three groups of young people: young criminals, youthful 
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drug addicts, and youthful schizophrenics, Here, too, he found similarity 
in family background among the three groups: a prevalence of poverty; 
defective family relationship; defective parental discipline, usually over- 
harsh and inconsistent; a history of vice and crime; and intellectual 
and emotional disturbance among family members. In turn, when he 
examined the young people themselves, he found important common 
factors that included: fear of the real world, awareness of low family 
status, no sense of personal worth and discouragement as to the future. 

These young people were saying in one way or another: “I don’t 
know what to do.” “I’m no good.” “I can’t succeed.” They had either 
struck out against or withdrawn from what seemed to them a hostile 
world in which they had neither place nor promise. 

Each of us as human beings feels the need at school, at work, and in 
our social or communal life to be someone in the eyes of schoolmates, 
fellow workers, or associates. When we fail in this there is a sense of 
something wrong or that we are diminished—“inferior”. This may not 
be verbalized, it may not be consciously recognized, but surely there is 
a lack of self-confidence, in the absence of a sense of acceptance or 
achievement. To achieve meaningful relations in these areas among 
acquaintances provides a sense of well-being. 

However, we need not only this but also relationships in which we 
feel we are important to a smaller group—a group of friends, of col- 
leagues, sometimes of a limited social grouping based on common aspira- 
tions, work, or day to day contacts, Here a sense of non-acceptance 
from the group of which one regards oneself as a natural part raises 
grave doubts about one’s self, one’s role, one’s identity, which may not 
only isolate the individual, but reduce or immobilize him in many other 
areas of life. 

In addition to the need for meaningful relations among acquaint- 
ances and the important relationships with those in either the smaller 
groups which we may call the natural groups or the groups we choose 
to live in, there is the central and very small number of relationships in 
which we feel the need of being essential to another human being. It is 
here, in the relationship between a man and woman, between parent 
and child, that each human being needs not only an intimate relation- 
ship but the sure feeling that one is a necessary and loved part of 
another’s life. Perhaps without being aware, we also seek through such 
relationships within the family a sense of continuity with the past, the 
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promise of a form of immortality, and so a reason for living. In these 
relationships the assurances that stem from the past and promise to 
continue provide a base—a “home base” if you will, from which one 
can venture forth more bravely if one knows that the base will be there 
when one chooses to return. 

In each of these areas of relationship, whether meaningful, important 
or essential, the individual builds his concept of himself, his sense of 
worth, in short, his image of himself. 

When a child has not experienced such a relationship with father, 
mother or both, his image of himself, his faith, his will are often shat- 
tered. Whether or not his parents are divorced, the child has been 
divorced from the life-force that should come from his home. 

Let me take, as an example, the case of 14 year old Ronald, who 
recently came before me on a petition by his mother that he was incor- 
rigible, a truant and delinquent. Thrice placed in an institution earlier 
in life, he had each time run back to his mother’s home only to face the 
question: why had he come back? Separated from her husband and 
working, his mother now brought him back for placement as a delin- 
quent child because he would not go to school. 

Ronald is a lean, wiry lad, rather glum and unsmiling—though he 
could be handsome. He holds himself aloof and seeks to conceal any 
feelings toward others. He will not speak of himself much, and seems 
to have little sense of relatedness to other children. He feels uncom- 
fortable in large groups. In his play he avoids any organized group. 
When he truants he often idly walks the streets. He admits he feels 
like an outsider in the family. He feels “left out in the cold” by an 
older brother and sister. He has never known his father. The psychia- 
trist who studied the boy reports that the absence of the father through- 
out his entire life is undoubtedly contributing to the boy’s maladjust- 
ment and adds that if the mother were willing to have him in the home, 
a special class placement and psychotherapy would be well worth trying. 
However, if the mother refuses to have him in the home, there is no 
alternative to further placement. 

The mother refused and this child was again sent off, this time as 
a delinquent boy. 

Experience has shown over and over again that when in the area 
where we seek the essential relationships, the child is deprived by the 


absence of either parent, the separation from one, the inadequacy of a 
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home in its real meaning, or is subjected to conflict between parents, 
there is not only emotional deprivation but also a lessening of his sense 
of continuity, his rootedness, his place in the world. Such children often 
lose the capacity to relate to others, either as children or later in adult 
relationships. Some developments in the larger world may throw light 
on our problem. 


At this moment in World History we are witnessing a tremendous 
emotional response of Negroes in America to the emergence of the 
African peoples as members of the family of nations, In this one sees 
not only empathy for those who have suffered slavery, exploitation, and 
colonialism, though this is only part of the story. One also senses that 
this emergence of the peoples of Africa is doubly significant to Negroes 
whose ancestors had been brought from Africa and for whom Africa 
had provided no basis for a feeling of kinship among the peoples who 
had been taken from it and scattered abroad. Achievement of freedom, 
the redevelopment of African life, and the growing interest on the part 
of the outside world in African cultures have rushed in to fill a vacuum 
in the life of American Negroes removed by many generations from 
the soil of Africa. 

From this ongoing search by peoples for their historic origin, their 
development, their sense of participation in the continuity of the human 
family, we have much to learn. From the need of children to feel and 
experience a sense of family continuity, of the worth of parents, of the 
love of both parents, and of the relationship between this need and 
their own sense of worth, new challenges arise. We should be able to 
see that it is not through law alone, but through individual and com- 
munity values that we must find far more effective ways to give our 
children the sense of their own worth, especially where parents are 
unable to do so. 

In our complex and changing world many parents are unable to 
provide the emotionally stable and sustaining home life that children 
need. Divorce, we know, means that a marriage has failed. It need not 
mean emotional divorce of the child from his parents. We must also 
face the fact that divorce of children from parental or communal con- 
cern and love spells doom for far too many of our children today. It is 
here that the community can play a significant role if it cares enough to 
do so. 
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MORAL ASPECTS OF DIVORCE* 


Hon. Horace STERN 


Former Chief Justice, Supreme Court, Commonwealth of Pennsylvania 


erY judge and lawyer knows that when a witness is 


his qualifications, I must admit that mine are extremely 


4] called to give an opinion in a case he must first establish 


E 


esesesesesesiy vorce”, since I can lay no claim to being an expert 


—] dubious for a discussion of the “Moral Aspects of Di- 


moralist. It is true that during the years, long ago, when I was in the 
trial court, I was obliged to read the testimony in many hundreds of 
divorce cases and naturally did derive some impressions from that. 
Moreover, I suppose that with advanced age everyone does become, 
or thinks he becomes, a real moral philosopher. At any rate I will state 
my views on the subject in question for what they may be worth. 

We are all, of course, shocked by the present-day increase in the 
number of quick, easy, careless, thoughtless divorces, and undoubtedly 
there bas been quite a general breakdown in family life—I might say 
the sanctity of family life—compared to not so many years ago when 
life was more simple, less tense, with far fewer distractions in the fields 
both of serious interests and of entertainment, to pull the members of 
the family apart. At a divorce in those earlier days—the days of my 
own youth—the entire community stood aghast; it was as though a dire 
calamity had occurred, for it was conclusively assumed that either the 
married couple must have been unspeakably unhappy to be forced to 
so desperate a measure, or that they were proving themselves persons 
unworthy of acceptance in good social circles. In short, divorce carried 
with it, especially for the woman, a grave moral stigma. Today we 
have apparently gone almost to the other extreme and, perhaps due to 
the influence of Hollywood, often tend to regard the divorcee as a 
specially interesting creature of experience and romance. 

The question arises, therefore, what is the true appraisal? Is divorce, 
in and of itself, immoral? There are, of course, those who, viewing 
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marriage as a sacrament, a hallowed institution, look upon divorce as 


sinful and therefore not justifiable under any circumstances whatever. 

But whether, where only husband and wife are concerned, they have 

any moral right to renounce their marriage vows and perhaps seek 

happiness anew in other quarters, is not within the scope of our present 

discussion. The parents can ordinarily take care of themselves. But just 

as a moral duty first arose for Robinson Crusoe when the man Friday 

appeared upon his island, indeed just as it arises when any newcomer 

makes his advent upon one’s intimate life, how much more is this true 

when children come into the family picture. For if ever there is a 

moral duty owed to others it is certainly owed, above all other human 

relationships, by parents to the children whom they brought into the 

world, the children who had not asked for life. Unfortunately, how- 

ever, it is the children who are too often lost sight of when disillusion- 

ment with marriage occurs, the failure of the reality to match the 

dream, which marks the first stage in the crumbling of the marital rela- 

tion; or when, in the middle years, the profound physiological, psycho- 

logical, and personality changes characteristic of that period constitute 

the second hazard to marital unity. The fishermen of Cornwall in Eng- 

land who habitually travel on and across the Channel have a tradition 

that the danger of the crossing lurks in midchannel, and if that point 

be successfuly navigated the safety of the rest of the voyage is assured. 

And so it is that the married pair who happily survive the first dis- 

enchantment of married life and also the dangers of midchannel will 

not be visiting upon their children the terrible impact upon their warped 

lives of which we have heard so much here this evening. —— 
But divorce itself is far from being the only or even the main moral 

problem in married life, for that problem starts much sooner than any 

divorce; a divorce is the end of an era and not merely the beginning of 

one. By far the greater moral problem is that of the marital discord of 

which the divorce itself is merely the culmination, the wretched be- 

havior of parents in their relation to one another, cruelly regardless 

of its effect upon their children, the unrestrained altercations, the 

bitterness and actual hostility toward one another that makes a shambles 

of what home life should properly be. Carlyle could tell the story of 

the whole French Revolution in some 300 pages, but I frequently found 

that it took almost a thousand pages of testimony in a divorce case 

to recount the mutual recriminations, the pitiful, petty quarrels of the 
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estranged couple. Of course the effect of that kind of a home on the 
children is disastrous, more disastrous and destructive in many cases 
than divorce itself. There is never a seriously disturbed child whose 
parents are well integrated in a harmonious marriage, but where there 
is no love or at least respect between the parents, the children cannot 
but feel the strains and tensions, the antagonisms and even the chill 
silences which so often veil mutual disappointment and hatred. 

What, then, is the answer? It should be quite obvious that, while it 
could hardly be expected that a love that has died can be artificially 
restored merely because of the recognition of a moral duty, there 
certainly is a moral shortcoming in the lack of self-control, of self- 
sacrifice if need be, in a failure of the parents to make every effort to 
achieve, for the sake at least of their children, a way of living together, 
a modus vivendi, by overcoming the small frictions, the difficulties and 
misunderstandings that to some extent are probably inevitable when 
two people, brought up in different households, are obliged to adjust 
their life patterns to one another in their new roles of husband and 
wife. And if such efforts are crowned with success, it would not be only 
the children who would be benefited but also, as every psychiatrist 
knows, the parents themselves who would derive the subjective happi- 
ness of knowing that they had successfully performed the most im- 
portant moral duty of their lives instead of suffering a lifelong guilt 
complex that would surely attend their failure. Of course I realize that 
there will always be cases where the differences between the parents are 
so deep-seated, so fundamental for one reason or another, that they 
cannot possibly be reconciled, and where divorce may constitute a 
desirable and even necessary solution of an intolerable situation, even 
though it carries in its train new evils for the children because of their 
parents’ physical separation, and even though it sets a bad example for 
them so that when they grow up and get married, their own view of 
marital loyalty and moral duty to their children may well be gravely 
impaired. 

So, to summarize, it is my thesis that in most cases the divorce itself 
is not so much a moral issue as are the conditions that brought it about; 
that it is the moral duty of parents to their children to provide for 
them a happy home, and to that end to avoid any evidences of parental 
unhappiness, of dissension and hostility to one another, that are bound 
to cloud the lives of their children and subject thein to unpredictable 
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consequences, physical, psychic, and spiritual; and finally, that it is also 
the parents’ moral duty to resort to divorce only if, notwithstanding 
every effort to the contrary, a continuation of their life together would 


entail even worse evils than divorce would probably create. And may 


I add, in conclusion, that the pediatrician may have a larger part 
to play in this matter than merely that of a routine physician for the 
children, He is bound to be or become an intimate in the family circle 
in its earlier years, the years of the infancy and adolescence of the 
children, and far more so than any other professional adviser. He can, 
therefore, be a real voice and power for good. In fact it would be his 
duty, because of his relative responsibility for the child’s health of body 
and mind, to use his influence and prestige with the parents to make 
them understand the contribution which they must make to the safe- 
guarding of that health and happiness. A symposium like this is, I think, 
especially praiseworthy in that it inferentially recognizes the desirable 
role of the pediatrician in this field as physician, friend, minister, and 
moralist all in one. 
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CHILDREN OF DIVORCED PARENTS 


CONCLUDING REMARKS* 


Fow Ler Harper, Eso. 


Professor of Law, Yale University Law School, New Haven, Connecticut 


a HAVE been asked to summarize the results of the meeting 
—] and the remarks of the speakers, Before doing so, how- 
i I i ever, | would like to call brief attention to the magnitude 
I; a of the problem under discussion. Children of broken 
pesesesesesesa homes in American present a problem which has been 
widely reported, widely deplored and yet still more widely unsolved. 
There are at least three million children of divorced parents under 
eighteen years of age in the United States today and the divorce courts 
are adding about 300,000 new children to this group each year. Almost 
half the divorce cases which go through our courts have minor children 
involved, averaging about two children per couple, This is understand- 
able since most divorces occur during the first few years of marriage. 
If the spouses stick it out together until the children become of age, 
they are quite likely to remain married until death does them part. Thus 
the manner in which the courts deal with the child victims of domestic 
catastrophes is no longer a problem which affects an aberrant minority; 
it is now a problem the impact of which is felt directly or indirectly by 
a substantial proportion of our people and constitutes a threat to the 
stability of our social institutions, 


S2 


I note that all of the speakers stress the necessity for preventive 
measures, To be sure, this is more feasible for the psychiatrist, social 
worker or marriage counselor than it is for the lawyer or the judge. 
Usually, when people in trouble go to the psychiatrist, there is hope for 
salvaging the marriage. When one or both go to a lawyer, the problem 
is apt to be more difficult, and when the judge enters the picture, it is 
frequently hopeless. Nevertheless, with the proper attitude on the part 
of the attorneys involved, a properly trained judge and an adequate 
court procedure and staff, many marriages are saved, at least for the 
time being. The experience of the Family Court in Toledo, Ohio under 


* Presented as part of a Panel Meeting on Children of Divorced Parents, held by the Section on 
Pediatrics, The New York Academy of Medicine, March 10, 1960. 
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the administration of Judge Alexander and the successes which have 
been recorded are well known, There is an increasing interest in the 
establishment of integrated, well-staffed courts to handle all phases of 
family discontent. 

There are other experiments also which are promising. The Los 
Angeles County Conciliation Court was established a few years ago to 
provide means for the reconciliation of spouses where divorce proceed- 
ings are pending or are imminent. Use of this service is voluntary. Los 
Angeles County has approximately 2,000 new divorce matters in its 
courts each month. The Conciliation Court handles approximately 200 
cases each month or 10 per cent of the traffic. Sixty-five per cent of 
these cases involve pending divorce actions of which one-third result in 
effective reconciliation. When no divorce action has been initiated, 
reconciliation is effected in 70 per cent of the cases. In the four-year 
period from 1954 to 1958, the records of this Court show that 75 per 
cent of the parties involved were still reconciled one year later. During 
this period over 5,000 children were involved in the reconciled families. 

In 1947 Oklahoma City had established a record for more divorces 
than any other city of its size in the country, The Oklahoma City 
Family Clinic Plan was established. Referrals are made by lawyers, 
physicians, clergymen and others. At the end of the first year of opera- 
tion the clinic reported the astounding statistic of go per cent effective- 
ness in cases referred to it. In 1958 the number of divorces in Oklahoma 
City was the same as in 1947, although the population had increased by 
85,000. 

Two years ago the legislature of Puerto Rico enacted a law which 
required consultation with official marriage counselors before the filing 
of the petition for divorce. I have not been able to find satisfactory re- 
ports as to the results of this law, but it is an interesting experiment 
which might be watched closely by other communities. 

I should like to compliment Dr, Karelitz and the participants in this 
program for bringing together representatives of the several professions 
which become involved in family difficulties, Certainly it requires the 
co-operation, skills and wisdom of all of us to solve the incredible diffi- 
culties that human beings can get into by reason of their family 
relationships. 
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A CONSIDERATION OF ENERGY 
EXCHANGE IN HUMAN TRAUMA * 


Joun M. Kinney 


Instructor in Surgery, Harvard Medical School; Junior Associate in Surgery, 
Peter Bent Brigham Hospital, Boston, Massachusetts 


MseseseseseseD the past decade, new information from various directions 
has become available to assist the surgeon in the treat- 
ment of acute illness and injury. Our knowledge of 


water and electrolyte metabolism has made tremendous 
2 advances’. Methods for the study of body composition 
have provided a more accurate understanding of the normal body, and 
have emphasized the importance of certain major changes which occur 
with depletion*. The endocrine alterations that are a standard part of 
the response to trauma have been recently reviewed*. All of this in- 
formation has contributed both to the growth of human biology, and 
to the understanding and clinical management of acute disease and in- 
jury. Continued improvement, however, is limited by the lack of de- 
tailed information regarding energy exchange. 

The human body is, fundamentally, an energy exchange device. Of 
the four common forms of energy: mechanical, electrical, thermal and 
chemical, only the energy of chemical reactions can be used for the 
realization of work by the body. The continuous ability to convert 
chemical energy into cell work, whether osmotic, electrical, mechanical 
or synthetic, is fundamental to life. Death may be defined as the irre- 
versible loss of the ability to perform these vital energy transformations. 
Likewise, as more refined techniques for study become available, it is 
reasonable to expect that clinicians will come to regard convalescence 
from illness and injury as the return of the normal capacity to perform 
these various types of cell work. 

Studies using direct and indirect calorimetry around the turn of the 
century provided a large amount of information about the energy 


* Presented at the Third Annual Postgraduate Week on Research Contributions to Clinical Practice, 
of The New York Academy of Medicine, October 7, 1959. 


From the Department of Surgery of the Harvard Medical School at the Peter Bent Brigham 
Hospital 


This work was supported in part by a grant from the National Institute of Arthritis and Metabolic 
Diseases (A-815). 
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Fig. 1. Approximate values for adult body composition, emphasizing the organic 
materials. 

requirements of the normal human subject under varying conditions‘, 
including certain medical diseases® °, Trauma, however, was not in- 
cluded in this work. More recently, many authors have stated that 
metabolism is increased by trauma’. The absence of quantitative in- 
formation about energy utilization in acute disease and injury has led 
to conflicting estimates of the range of caloric expenditure after surgical 
procedures. The knowledge of the effect of trauma on the metabolism 
of individual foodstuffs has largely been limited to nitrogen balance 
studies. The pioneer observations of Cuthbertson on post-traumatic 
nitrogen loss*:'’ have been confirmed in many subsequent reports" 
Considerable disagreement remains as to what the increased nitrogen 
loss represents, It has been suggested that carbohydrate metabolism is 
altered after trauma because of the tendency toward hyperglycemia 
and a diabetic type of glucose tolerance curve’. Indirect evidence 
has indicated an increased rate of oxidation of fat following trauma". 
A significant need still exists for more direct quantitative data in the area 
of human energy metabolism following trauma. In addition there is the 
need to develop an integrated framework for the application of the facts 
already available to the understanding and care of the acutely ill and 
injured patient. 

It has become common practice, at conferences on metabolism and 
nutrition, to preface one’s remarks with statements such as the following: 
“The consideration of fat, carbohydrate and protein as separate foodstuffs has 
become largely a formality since each can be oxidized for energy and recent 
studies have shown many inter-related pathways of metabolism.” 
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Fig. 2. Certain intermediary metabolic pathways of clinical significance. See text for 
details. 


Such statements, while true in a sense, tend to obscure the unique chemi- 
cal specialization of each type of foodstuff, and furthermore, they 
ignore certain key pathways in intermediary metabolism which appear 
designed to exploit this chemical specialization for the benefit ot the 
body. 

This presentation begins with the development of a preliminary 
framework for considering human energy exchange. Some cases studied 
by the measurement of daily energy exchange before and after surgical 
operation will be presented and discussed in the light of the proposed 
framework. 


HuMAN ENERGY TRANSFORMATIONS 


The division of the normal adult human body into organic and in- 
organic materials is shown in Figure 1, Approximately 40 per cent 
of the body consists of protein and depot fat, with a few hundred grams 
of glycogen representing carbohydrate stores. Figure 2 indicates certain 
major pathways that relate fat, carbohydrate and protein, Many details 
of intermediary metabolism have been deliberately omitted from this 
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figure in order to emphasize certain clinical aspects of the pathways 
shown, It is recognized that the tissue amino acids include molecules 
which are ketogenic or neutral as well as the glycogenic ones indicated 
in the diagram, but the contribution of the carbohydrate intermediates 
far outweighs that of “two-carbon” fragments when amino acids are 
deaminated. The nonessential amino acids, which require carbon chains 
to be synthesized in the body, are almost synonymous with the glyco- 
genic amino acids. It is important to note that the pathway from 
pyruvate to the “two-carbon” fragment (acetyl coenzyme A) is a one- 
way reaction which is of both biochemical and clinical significance. The 
intermediates indicated as adjacent to the tricarboxylic acid cycle refer 
to alpha-ketoglutaric acid and some of the four-carbon acids, which 
are known to contribute directly or indirectly to carbohydrate inter- 
mediates. Note that all three foodstuffs can supply “two-carbon” frag- 
ments, which represent the basic “unit of fuel”, but that carbon chains 
from fatty acids cannot provide a net gain of carbohydrate or protein. 

It is important to summarize nutritional demands of the body in the 
light of intermediary metabolic pathways. Nutritional studies in man, 
and isotope work in animals and isolated systems are consistent with 
the concept that the human body handles its energy sources on a priority 
basis, which normal nutrition tends to mask'*, These priorities are re- 
vealed only with a significant degree of undernutrition. The body’s 
needs for foodstuffs may be listed in decreasing order of importance 
as follows: 


1. Obligatory for immediate survival: 

a) “two-carbon” fuel for the Krebs tricarboxylic acid cycle to 
provide usable energy, 

b) a continuous supply of intermediates for the Krebs cycle, and 

¢) maintenance of blood glucose levels. 

2. Obligatory for ultimate survival: 

a) synthesis of body protein, which seems to have its own spec- 
trum of importance, ranging from hemoglobin and certain 
of the enzymes and hormones to plasma proteins and, ulti- 
mately, to a wide variety of cell proteins. 

3. Energy storage in the form of: 
a) glycogen in liver and muscle, and 
b) fat depots. 
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Fig. 3. Energy arising from oxidation passes to ATP and is utilized in both the basal 
metabolic expenditure (BME) within the body and muscular activity. The dotted line 
indicates mechanical work done on the environment which does not yield heat the body 
must dispose of. Body temperature is the balance between heat production and heat loss 
(shown as radiation conduction and vaporization in the bar on the right). 


Trauma probably does not introduce new pathways or new priorities, 
except for inserting the wound high on the list for protein synthesis. 

Human energy utilization is summarized in Figure 3. When chemi- 
cal energy in the form of food is combined with oxygen, the reactions 
not only yield carbon dioxide, water and heat, but also result in the 
formation of a certain number of high-energy phosphate bonds. This 
figure indicates the utilization of this “energy currency” to perform 
various kinds of work in the human body, The actual work output of 
the entire body under resting conditions is probably one-third or less 


of the normal basal energy expenditure. Note that all of the energy 
introduced in the form of foodstuffs decays to heat, either directly, as a 
part of the inefficiency of the reaction involved, or indirectly because 
the energy represented by the various forms of work within the body 
ultimately decays to heat. The single exception is mechanical work which 
is performed on the environment, as indicated by the dotted line. The 
intermediary pathways involved in oxidizing food or tissue materials are 
only effective if the chemical energy is produced and stored in a usable 
form. This “energy currency” is the high-energy phosphate bond which 
is produced in the link which couples oxidation with energy utilization. 
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The bar on the right indicates the continuous heat loss which is 
required of the body to maintain a normothermic environment for the 
tissues. The body temperature represents the balance between heat pro- 
duction and heat loss. Since the human body in a normal environment 
enjoys considerable reserve in its heat loss mechanism, the heat pro- 
duction from basal metabolic processes may undergo major changes 
without any significant change in body temperature. 


CuinicaAL MEASUREMENT OF ENERGY EXCHANGE 


Direct calorimetry is not in active use at the present time for human 
investigation. However, it has made two very important contributions 
in the past. The first was to demonstrate that the human body obeys 
the principle of the conservation of energy stated in the first law of 
thermodynamics, The second was the finding that when indirect calo- 
rimetry (calculated from oxygen consumption, carbon dioxide produc- 
tion and nitrogen excretion) was measured at the same time as the 
direct heat loss, the energy expenditure by the two methods was found 
to be in excellent agreement. The problem still remained, however, of 
studying sick and injured patients, when isolation for energy measure- 
ments was obviously impractical for periods of more than a few minutes. 
Therefore, over the past three years, we have developed and used a 
modification of indirect calorimetry"’. The method is based on the brief 
measurement, each hour of the waking day, of the oxygen consumption 
and carbon dioxide production of the subject, using samples of expired 
air, A five-minute sample of expired air is collected in a plastic bag. 
The expired air is analyzed with electronic equipment, to provide CO: 
concentration and Oz concentration, while total gas volume is obtained 
with a wet test low meter. After suitable corrections have been made, 
these raw data provide the oxygen consumption and the carbon dioxide 
production over the period of the expired air collection. These hourly 
results are plotted, and curves constructed for each 24 hour period. 
The total area under each curve is determined by use of a_plani- 
meter, and provides a 24 hour value for oxygen utilization and carbon 
dioxide production. These data and an accurate knowledge of food in- 
take allow the calculation of a daily balance of total calories and of each 
individual foodstuff. 

Unfortunately, there has been no means of determining the accuracy 
of this method comparable to the combustion of a known amount of 


Bull. N. Y. Acad. Med. 


: 
: 


ENERGY EXCHANGE IN HUMAN TRAUMA 


RWH. 2lyr. # #3N34 CONTROL 


WEIGHT °° 


(Kg) 64 


[ 


TOTAL CALORIE BALANCE 


+400 \ 
CALORIE 


BALANCE | 


-400 


IN 800 


800 
CALORIES 
OUT 1200 


1600 


2000 


Fig. 4. A normal 21 year old male subject, hospitalized for a 13 day control study. 
While eating a constant mixed diet, his energy expenditure was measured as described 
in the text”. 


alcohol in a bomb calorimeter. Figure 4, however, presents a normal 21 
year old male who was hospitalized on the metabolic ward for 13 days, 
with a uniform food intake. A similar control study was performed on 
a 33 year old normal female, hospitalized on the metabolic ward for 
11 days. In each case, the mean caloric expenditure, throughout the 
study, accounted for go per cent or more of the measured intake. 
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Fig. 5. 
Energy exchange measurements on an obese #6 year old female undergoing an elective 


cholecystectomy. She was on a 1300 calorie reducing diet before operation and had a 
prompt return of ambulation and oral intake after operation”. 
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CLINICAL STUDIES 


Eighteen patients, with various forms of surgical disease and injury, 
have now been studied by this method, I shall present four examples of 
patients undergoing elective major surgical procedures, Figure 5 shows 
a 46 year old obese nurse, who was placed on a 1200 calorie reducing 
diet prior to an elective cholecystectomy. Before operation, she was in 
negative caloric balance, the extra caloric expenditure coming from her 
depot fat. On the day of surgery, she continued to burn a very similar 
amount of carbohydrate, but then had three days of distinct positive 
carbohydrate balance. This woman had considerable physical activity 
by her second postoperative day. It is significant that the total metabolic 
expenditure on the day of surgery and the first postoperative day is very 
similar to, or slightly reduced from her preoperative levels. We believe 
that the increase shown on postoperative days 2, 3 and 4 represent her 
period of ambulation. There is a moderate increase in nitrogen excretion 
for three days following operation, 

(Energy exchange data for three other cases, to be presented else- 
where", were reviewed briefly at The New York Academy of Medicine 
meeting. ) 

Another case is shown in Figure 6, which follows the pre- and post- 
operative course of a 57 year old, muscular male who underwent an 
abdominoperineal resection for cancer of the rectum. While his urine 
nitrogen excretion data suggested incomplete urine collections on certain 


days, there is a definite increase in nitrogen loss following his operation. 


With good oral intake, this condition was reversed between the seventh 
and tenth days. Again we note an increase in total caloric expenditure 
at the resumption of ambulation, On the eleventh postoperative day, 
the patient was given the same medication which he had received be- 
fore induction of anesthesia on the day of operation, in order to test 
the effects of this medication on his total ventilation. Since this resulted 
in his sleeping through lunch, the patient’s caloric intake was reduced 
on that day, though it included all three foodstuffs in two normal meals. 


Discussion 


It is important to state that the cases presented represent uncompli- 
cated, anesthetized, surgical trauma, and that the postoperative caloric 
intake has been approximately 400 calories of intravenous carbo- 
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Fig. 6. Energy exchange measurements on a 57 year old male undergoing an abdomino- 
perineal resection for cancer of the rectum”. 


hydrate per day until the resumption of oral feeding. Figure 7 is a 
composite chart of our experience to date, in postoperative energy ex- 
change. We have shown a representative patient in neutral balance for 
fat, carbohydrate and protein on the two days before operation, al- 
though certain patients have appeared to show some decrease in carbo- 
hydrate utilization even before surgery. Postoperatively, the total caloric 
expenditure in these patients does not show an increase! The total caloric 
expenditure was usually slightly less than before operation, and then in- 
creased as ambulation was added to the convalescent program. 
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Fig. 7. A composite chart representing average energy exchange values for an adult 
eating a normal mixed diet prior to undergoing a major, uncomplicated, elective surgical 
procedure. This individual is depicted as receiving a limited intake of intravenous 
carbohydrate from the day of operation, until resumption of oral intake on the third 
postoperative day. 


Clinicians have commonly explained post-traumatic nitrogen loss as a 
response to starvation, with body protein being torn down to provide 
more fuel, This manner of charting emphasizes a particular point in this 
regard. The increase in nitrogen loss following trauma is not associated 
with any significant caloric contribution to the postoperative patient. 
The major change in caloric contribution is due to an increase in the 
oxidation of fat, which corresponds to the interval when less carbo- 
hydrate is being oxidized. 

It is suggested that the post-traumatic nitrogen loss serves an im- 
portant role in providing carbohydrate intermediates during a period 
of potential or actual starvation. During such time fat can supply fuel, 
but not these intermediates, which are obligatory for immediate survival. 

Cope and others'* have presented evidence that brief daily measure- 
ments of oxygen consumption during the postoperative course tended 
to indicate a temporary rise of 5 to 15 per cent in basal levels during the 
first week following surgery. The postoperative interval studied, both by 
Cope’s group and by ours, covered the period during which there was 
usually an increase in protein oxidation, as evidenced by nitrogen excre- 
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Fig. 8. The parallel response of heat production and nitrogen loss in a rat sustaining a 
fracture of a long bone”. (This is reproduced with the kind permission of Dr. D. P. 
Cuthbertson and the editor of the Brit. J. exp. Pathol.) 


tion. Cairnie and co-workers'® have reported that rats sustaining a 
fracture of a long bone have an increased total metabolism for the fol- 
lowing week which closely parallels the calculated protein metabolism 
(Figure 8). Our evidence in surgical patients is in agreement with this 
finding. 

In Figure 9, the caloric intake is exactly the same as that shown in 
Figure 7 and the total caloric expenditure is the same, but the apparent 
form of energy utilization is plotted below the line, instead of the par- 
ticular amounts of each foodstuff oxidized per day. An adult male who 
might have a preoperative basal metabolic expenditure of 1600 calories 
would probably have an additional 150 calories for specific dynamic ac- 
tion and perhaps 250 calories for the limited activity he would have in 
the hospital. Following a major operation, as shown here, the calories 
devoted to specific dynamic action and to activity are removed and, 
therefore, the total caloric expenditure may be expected to equal the 
basal metabolic expenditure. Between the second and fourth postopera- 


Bull. N. Y. Acad. Med. 


628 
15 Fractu 
\ 
metabolism / 0-75 
(keal./kgo75 x 30 (keal/kg 
May x 
: 6 
wou 
340 
' 
| 
. 
~ 


ENERGY EXCHANGE IN HUMAN TRAUMA 62 9 


CALORIES 
800 


PROTEIN 
EXPENDED 


BASAL METABOLIC EXPENDITURE 
(B ME) 


PRE -OP DAYS POST-OP 


Fig. 9. A composite slide corresponding to Fig. 7, but indicating the apparent post- 
operative energy utilization of a patient undergoing major, uncomplicated, elective 
surgery. 


tive day, there are additions to the patient’s energy expenditure because 
of ambulation. We estimate that the basal metabolic expenditure has 
increased from 1600 to around 1goo calories for the first two or three 
postoperative days and then returns to normal levels within seven to ten 
days following surgery. 

The increase in the total caloric expenditure in the first week after 
operation represents the summation of a small, but increasing, amount 
of physical activity on a basal metabolic expenditure which is elevated 
from preoperative levels, but returning toward normal, The postopera- 
tive increase in protein oxidation from 300 to 450 calories, and return 
to normal, parallels the apparent basal metabolic expenditure. 

The changes we have summarized occur following both surgical 
trauma and relative starvation, Is this largely secondary to tissue starva- 
tion? We agree with Dr. William Abbott and others that significant 
amounts of the postoperative weight loss which our patients have shown 
could be prevented with a high calorie, high protein intake during the 
early postoperative course. Nevertheless, we feel that major, uncompli- 
cated surgery is followed by an increase in basal metabolic expenditure 
with an associated increase in breakdown of tissue protein. During a peri- 
od of increased basal metabolic expenditure, intake of calories and protein 
greatly exceeding the preoperative needs are required to approach pro- 
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tein balance. Herein lies what is perhaps a significant error in our con- 
cepts of postoperative nutrition. Because calorie and protein intakes of 
two to three times normal have been found necessary to achieve neutral 
or positive nitrogen balance when the basal metabolic expenditure has 
been increased following major trauma, it has been assumed that these 
high caloric intakes represent the actual level of metabolic expenditure 
of the patient due to the trauma per se. 

We and others are currently involved in obtaining more objective 
data in this area. However, at the present time it appears that the daily 
caloric expenditure of the traumatized patient with an elevated basal 
metabolic expenditure is mot as much as the high caloric demands for 
achieving protein balance. Providing the early postoperative patient 
with 3,500 to 5,000 calories per day of parenteral carbohydrate, alcohol 
and fat emulsions without definite evidence of a comparable caloric 
expenditure (i.e., high fever with invasive sepsis, etc.) probably does 
not represent optimum nutritional support. Hence further studies, fol- 
lowing various forms of trauma, are needed to determine the actual 
caloric expenditure and to guide our nutritional therapy in assisting the 
body through convalescence, and back to its normal function as an 
energy exchange device. 


SUMMARY 

1. Pathways of intermediary metabolism are discussed in relation to 
certain nutritional priorities which appear to exist in the human body. 

2. The fundamental relationship between the basal metabolic ex- 
penditure and the rate of protein oxidation as indicated by nitrogen 
excretion, is emphasized. 

3. Representative energy exchange studies are presented and dis- 
cussed, for patients undergoing major, uncomplicated, elective surgical 
procedures. 

4. The postoperative caloric expenditure is usually highest while 
the basal metabolic expenditure is elevated, Estimates of the postopera- 
tive caloric needs, based on the level of calories required to achieve 
positive nitrogen balance during an elevated basal metabolic expenditure, 
appear to be higher than the basal caloric needs resulting from the trauma. 

5. It is suggested that the increased nitrogen loss following trauma 
is an inadequate source of additional calories, but is part of a basic re- 
action to stress which insures an adequate supply of top priority inter- 
mediates, which are unavailable from fat. 
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ISAAC WOOD, M.D., 1793-1868 


THe AcapemMy’s Fourtu Presipent 


Isaac Wood, one of the founders of the Academy, was an outstand- 


ing figure in medicine in this city in his day. Yet his name does not 


appear in histories of medicine, Nor is there a sketch of his life in the 


Dictionary of American Biography. For this reason it seems appropriate 
to repeat two interesting contemporary accounts. The first touches on 
his apprenticeship under Dr. Valentine Seaman and describes the extra- 
ordinary lengths to which a physician had to resort in order to obtain 
bodies for dissection. The second is a more conventional biography and 
will appear in a future issue. 

Gertrrupe L. ANNAN, Librarian 


THE NEW YORK ACADEMY OF MEDICINE 
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Excerpt on Dr, Isaac Wood from Biographical Sketches of Dis- 
tinguished Living New York Physicians by Samuel W. Francis, New 
York, 1867, pp. 163-167. 


He did not pursue any extensive course in a literary college, but, in April, 
1811, entered the office of Dr. Valentine Seaman, one of the attending surgeons of 
the New York Hospital, and studied with zeal and industry, often sitting up till 
4 and 5 A.M., while busily engaged in the investigation of some fascinating disease. 
This same interest in his profession ever marked his course. A conscientious stu- 
dent's life was not as luxurious and free from labor then as it now is. At the present 
period he is instructed by results, but at that time—some fifty years ago—it was 
his special privilege and duty to keep the office in order, compound the medicines, 
collect his preceptor’s bills, distinguish a drug at sight, besides paying $200 a year 
for this special indoctrination into the mysteries of a medical man’s experience. 

Formerly, the greatest difficulty to meet with in the pursuit after knowledge 
was the dissection of a subject. For not only was it against law and popular opinion 
to obtain a body, but even after one was secured, few can now appreciate the dangers 
incurred that it might be kept till thoroughly examined. Many risks were run, and 
strategems adopted to accomplish this end, in order to circumvent prejudice, that 
mental squint of an overbalanced intellect. 

In speaking to me of his experience, Dr. Wood remarked that he had often 
been obliged to cross rivers, travel for miles; and, when night clouded vision, dig 
up the body of some poor creature, when it was so cold that his companion, who 
was on the look-out near the fence, had to run up and down to prevent freezing. 
And even then, when the body was secured, the grave covered up and smoothed 
over, and the dead man placed in the wagon, wrapped in a cloak, and sitting by 
his side like some pale traveler; his friend must leave him, for neighbors were on 
the scent, and he had to drive some twelve miles with a coroner's jury theoretically 
by his side, and the verdict ‘guilty’ staring him in the face. Should the horse fall, 
or a turnpike arrest his progress, or he grow sick, all would be over. On one occa- 
sion, in this city, he went out with two other students, and having obtained the body 
from Potter's Field, tied its hands and feet together, and, fastening it (a small 
subject) around his neck, so as to be suspended in front, threw a large cloak or 
Mackintosh over all, and walked down Broadway at night, locking arms with his 
two friends, and passing within three yards of the night watchman, who looked 
upon them and their singing as gay and festive youths returning from a genial 
symposium. * 

On two different occasions he was forced to flee from the city, having been 
betrayed by one of his hired assistants. So eager was he to improve every oppor- 
tunity, that in order to avail himself of each dissection, he would not infrequently 
go from dinner to dinner (twenty-four hours) without food; proceeding from the 
New York Hospital, when he was on duty, to the dissecting room or lecture, to 


* Zealous doctors have been known to attend the funeral of some emigrant (sic) in order to find 
out what he died of, and where he was buried; the better to act qu ckly when night arrived 
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save time. Often did he scale the hospital gate at four in the winter morning, to 
study with his colleague, Dr. J. C. Bliss, until sufficient light permitted him to 
attend and prescribe for the patients; after which he went to breakfast. He was 
assistant house-surgeon one year, and house-surgeon one year from 1815 to 1816. 
He was licensed to practice medicine by the New York State Medical Society, in 
June, 1815. Many of the students and aspirants at that time considered the ex- 
amination before the “censors” more searching and creditable and the diploma 
more honorable, than that of the college. Among these may be mentioned, Drs. 
J. K. Rodgers, J. C. Cheeseman, McCauley, etc. Dr. Isaac Wood was graduated 
under the authority of, and received his diploma of M.D., 1816, from Queen's, 
now called Rutger’s College, of Brunswick, New Jersey—the New York Medical 
Institution not being vested with the authority to grant diplomas. The professors 
at that time were Drs. Nicholas Romaine, John Watts, Jr., Valentine Seaman, 
Thomas Cock, John Griscom, LL.D., Bruce Bayard, and Edward Miller. His 
Thesis was on Carditis and Pericarditis. 

At this time it was even difficult to obtain permission to examine a patient 
after death. On one occasion Dr. Wright Post spent an hour in endeavoring to 
persuade a woman, by every argument he could call up, to grant him the privilege 
of performing a post-mortem on merely the leg of her husband. Having operated 
on him for popliteal aneurism, and without success, it was his earnest wish to 
ascertain why the desired effect had not been realized. But so determined was 
her negative answer, that all he could say or do produced nothing but irritation 
and positive refusal to comply. 

On another occasion, when Dr. Isaac Wood was busily engaged in an autopsy 
at a city dispensary, the husband of the subject, overcome by impatience, though 
he had accorded permission, became so infuriated that he endeavored to beat the 
door down. In consequence of this, the Doctor and his associates were forced to 
abandon the examination, and hurriedly sew up the partially dissected woman; 
for, had he seen her under the exposed circumstances, a mob would speedily have 
been formed, and danger invaded that quiet department. It is well that a few 
instances of this character are occasionally brought before the present generation; 
for, without comparison, the man of study at this day would not sufficiently ap- 
preciate his comforts, or fully comprehend the extra facilities offered every one. 

Formerly it was the instructor's fault if his students were not well versed in 
medical lore. Now the young doctor is the only one to blame, if, surcharged with 
an excess of facts and demonstrations, he is incapable of assuming the respon- 
sibilities of his profession, and does not comprehend the mysteries of microscopic 
anatomy. 
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FOURTH ANNUAL POSTGRADUATE WEEK 


OCTOBER 24 to 28, 1960 


FRONTIERS IN MEDICINE AND SURGERY — 1960 
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Registration, WITHOUT FEE, will be required 
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All physicians, including interns and residents, and those working 


in the allied sciences, are cordially invited to attend all sessions 


SCIENTIFIC EXHIBIT 


The Scientific Exhibit will open officially at 11 a.m. WEDNESDAY, 
OCTOBER 19, 1960 and be open daily 10 a.m. to 10 p.m. through 
October 28, except Saturday and Sunday, October 22 and 23. 


All inquiries should be addressed to: 


Secretary, Postgraduate Week 


THE NEW YORK ACADEMY OF MEDICINE 
2 East 103 Street, New York 29, N. Y. 
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(continued) 
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EDWARD A. GALL, M.D., University of Cincinnati College of Medicine 


PANEL MEETING — 4:30 P.M. 


RECOGNITION AND MANAGEMENT OF THE COMMON 
PSYCHONEUROSES 


Moderator: DANA W. ATCHLEY, M.D., College of Physicians and Surgeons, 
Columbia University 


LECTURES — 8 P.M. 


NUTRITION AND THE BRAIN 
RAYMOND D. ADAMS, M.D., Harvard Medical School 


SURGICAL ASPECTS OF INTERNAL CAROTID OBSTRUCTION 
MICHAEL E. DeBAKEY, M.D., Baylor University College of Medicine 


NEUROLOGICAL ASPECTS OF INTERNAL CAROTID OBSTRUCTION 
H. HOUSTON MERRITT, M.D., College of Physicians and Surgeons, Columbia University 


BUFFET SUPPER 


A buffet supper will be served each evening in the Presidents’ Gallery at $3.75 per 
person. It is felt this will add to the pleasure of the interlude between the afternoon 
and evening sessions. Advance Reservation and Check (payable to The New York 
Academy of Medicine) must be received no later than Monday, October 17, 1960. 


THE NEW YORK ACADEMY OF MEDICINE 


FIRST ANNUAL 


CORRELATED CLINICAL SCIENCE COURSE 


SEPTEMBER 6, 1960 THROUGH MAY 23, 1961 


THIRTY-FIVE SESSIONS 


TUESDAY EVENINGS 8 P.M. TO 10 P.M. 


ENROLLMENT OPEN TO ALL INTERESTED PHYSICIANS 


The Glorney Foundation has provided a grant in support 
of this initial course, accordingly NO FEE will be charged 


OBJECTIVES OF THE COURSE 


The purpose of this course is to provide a basic review of selected aspects of 
the several human organ systems, with particular emphasis on their physiology, 


pharmacology and biochemistry as related to clinical disease. The course will 
consist of a series of seminars with active audience participation. 


METABOLISM AND FLUID AND ELECTROLYTES 


September 6, 1960 


ORAL NUTRITION 
Herbert Pollack 


PARENTERAL NUTRITION 
Theodore B. Van Itallie 


September 13, 1960 


INTERMEDIARY METABOLISM 
Maurice E. Shils 
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METABOLISM AND FLUID AND ELECTROLYTES (continued) 


September 20, 1960 


DIFFERENTIAL DIAGNOSIS OF ELECTROLYTE ABNORMALITIES 
Parker Vanamee 


PRACTICAL CORRECTION OF ELECTROLYTE ABNORMALITIES 
J. William Poppell 


September 27, 1960 


DIABETIC ACIDOSIS AND RENAL ACIDOSIS 
Albert L. Rubin 


RESPIRATORY ACIDOSIS AND ALKALOSIS 
J. Frederick Eagle, Jr. 


CARDIOVASCULAR SYSTEM 


October 4, 1960 


HEMODYNAMICS OF CONGESTIVE HEART FAILURE 
Saul J. Farber, Ludwig W. Eichna 


October 11, 1960 


CARDIAC ARRHYTHMIAS 
Chandler Mc. Brooks, Herbert J. Kayden 


October 18, 1960 


HYPERTENSION 
George A. Perera, Quentin B. Deming 


November 1, 1960 


DISORDERS OF THE CORONARY ARTERIAL SYSTEM 
Howard A. Eder, William Dock 


November 7, 1960 


THROMBOSIS AND EMBOLISM 
Irving S. Wright 
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THE BULLETIN 


DATA ON INTERNATIONAL CONGRESSES 
REQUESTED BY LIBRARY 


Fellows are reminded that the Library is eager to acquire the pub- 
lications of all international congresses, their programs, bulletins, pro- 
ceedings and reports. Since these are often hard to obtain, it would help 
a great deal if Fellows attending such congresses would turn over to the 
Library any papers they themselves do not wish to keep. These contri- 


butions would be greatly appreciated. 


Herald Square, N. Y. Roosevelt Field, Long Island 


Porkchester, Bronx Jamaica, Queens 


White Plains, N.Y Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy’s cooperates with the medical profession to control the 
indiscriminate use of dangerous drugs: If a patient wishes to refill a 
prescription containing any drug which may be harmful if used with- 
out supervision, the physician is immediately notified. And with the 
physician's approval, the prescription is accurately compounded, 
carefully checked. 


No wonder so many physicians prefer Macy's Prescription Department. 
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EMA 


Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 


Aldactone inactivates a crucial mechanism producing and 
maintaining edema — the effect of excessive activity of the 


potent salt-retaining hormone, aldosterone. This corrective ac- 


tion produces a satisfactory relief of edema even in conditions 
wholly or partially refractory to other drugs. 


Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 
diuretics, supplementing and potentiating their beneficial 
effects. 


Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 


The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 


The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 


SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 
6.0. SEARLE «co., Chicago 80, Illinois. 


Research in the Service of Medicine. 


| Mirs.L. S., Congestive Heart Failure 


Aldactone 
400 mg./24 hrs. 


severe acidosis 


| | 
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250mg /Q.0D. | | | | 
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THE BULLETIN 


When too many tasks seem to crowd the unyielding hours, 


a welcome “pause that refreshes” with ice-cold Coca-Cola 


often puts things into manageable order. 


DRINK. 


REFRESHES YOU BEST 
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SEPTEMBER 1960 


Demethylchlortetracycline Lederle 


performance in 


“complicated” 
cases 


“Extra” activity, milligram for milligram?* 
is the basis for outstanding clinical per- 
formance. Results of DECLOMYCIN 


therapy were satisfactory in a series of 
pneumonia cases, over half of which were 
complicated by pleural, suppurative, bron- 
chial, or underlying structural lung 
problems:.' 


1. Duke, C. J.; Katz, S., and Donohoe, R. F.: D thyl- Antibacterial Activity of Serum of Normal Subjects After 
chlortetracycline in the Treatment of Pneumonia, Read Oral Doses of Demethyichlortetracycline, Chiortetracy- 
at Seventh Antibiotics Symposium, Washington, D. C., cline and Oxytetracycline. New England J. Med. 260:1099 
November 5, 1959. 2. Finiand, M.; Hirsch, H. A., and (May 28) 1959. 4. Lichter, E. A.; Sobel, S.; Spies, H. W.; 
Kunin, C. M.: Observations on Demethyichlortetracycline, Lepper, M. H. and Dowling, H. F.: Demethyichiortetra- 
Read at Seventh Antibiotics Symposium, Washington, cycline Therapy in Pneumonia, Scarlet Fever and Other 
DeC., November 5, 1959. 3. Hirsch, H. A., and Finland, M.: Infections. A.M.A. Arch. Int. Med. 105:601 (Apr.) 1960. 


CAPSULES, 150 mg.— PEDIATRIC DROPS, 60 mg./cc.—new cherry-flavored SYRUP, 75 mg./5 cc. tsp. 
FULL ACTIVITY ...LESS ANTIBIOTIC ... SUSTAINED-PEAK CONTROL. ..‘‘EXTRA-DAY” PROTECTION AGAINST RELAPSE 


PRECAUTIONS: The use of antibiotics occasionally may result in growth of Organisms. Constant observation of the patient is essential. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York qa 
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RECTOCAINE® OINTMENT 


° RECTOCAINE® OINTMENT is still the same 

d and ted formula, now improved to 
meet the demands of the medical profession for 
RECTOCAINE® OINTMENT in a non-staining. 
water-soluble base, and in a 
unit from which the label may ‘be readily peeled off. 


° RECTOCAINE® OINTMENT not only provides 
long acting antiseptic and anesthetic action for 
prompt and continued relief of pain, discomfort 
and itching in pruritis anj and hemorrhoids, but also 
in superficial burns and sunburns, cuts and bruises. 
Available in | oz. tubes (removable label) with 
rectal applicator, and | pound jars. 


SUPPOSITORIES are available 
it. boxes of 


@ RECTOCAINE® ‘INJECTION has been used for 
years to provide complete relief from pain before 
and after surgery for immediate ambulation ond 
rapid return to normal occupational pursuits. Avail- 
able in 5 cc. ampuls in boxes of 6, 25, and 100, 
and 20 cc. multiple dose vials. 


C. F. KIRK COMPANY | 


PHARMACEUTICAL AND BIOLOGICAL LABORATORIES 


521-523 WEST 23 STREET == 
NEW YORK N.Y. 


Through Physicians 
Only... 


CONTACT LENS 
FITTING 
SERVICE 


Only on prescription and under the 
supervision of the physician, Theo. E. 
_ Obrig, Inc. expertly fits contact lenses 
| of all types. This has been a Theo. E. 
Obrig specialty for more than 25 years. 


| 
THEO. E. OBRIG, INC. 
| 


75 E. 55th St. N. ¥. 22, N. Y., PL 80973 


Genuine Danish Teakwood 
Fruitwood Color 
also Walnut Color 


HANGING 
MAGAZINE 
RACK 


59” High—31'2" Wide 
8” Deep 

Upper shelf holds books 

and knick knocks. Three 

lower shelves hold mag- 

azines. Light, —easy to 

hang—just 6 screws. 


ONLY $58. 


COMPLETE 
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F.O.B.N.Y. 
ORDER NOW 


We Specialize in Planning and Selling 
Offices and Waiting Rooms at Reasonable Prices 
SHELVES—FILES—FURNITURE—WALL UNITS 
RUGS—DESKS—LAMPS—ACCESSORIES 
Consultation Free 
Write. Phone or Call in Person 


PROFESSIONAL INTERIORS 


1809 Williamsbridge Rd., Bronx 61, N. Y. 
Phone TA 3-6555 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan’ (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


Relaxed, alert, attentive ...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 
or her physical efficiency. 


— 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Now shecan enjoy sus- 
tained tranquilization all through the night. 


Peacef ally ... She rests, undisturbed 
by nervousness or tension. (Samples and 
literature on Meprospan available from 
Wallace Laboratories, Cranbury, N. J.) 
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“extraordinarily effective diuretic.?: 


Efficacy and expanding clinical use are making Naturetin the 
“diuretic of choice”? in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


971 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
= K (5 & 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
t K (25 & 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: Monographs 
on Therapy 5:60 (Feb.) 1960. 2. Friend, D. H.; Clin. Pharm. & Therap. 1.5 
(Mar.-Apr.) 1960. 3. Ford, R. V.: Current Therap. Res. 2:92 (Mar.) 1960. 


Naturetin NaturetineK 


Squibb Benzydrofiumethiazide 
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Che first book on 
\ Special therapy 


for aged 
traumatized 
patien 


Edited by 
EDGAR M. BICK, M.D. 


TRAUMA IN THE AGED 


524 pages, 6 x 9, illustrated, $16.00 


This outstanding book is written by recognized authorities in the field of trauma. 
It is a comprehensive work and presents a survey of the various traumas to 
which the aged are especially susceptible. The first section of Dr. Bick’s book 
considers the pathologic physiology involved in trauma. Sections two and three 
include musculo-skeletal trauma, and visceral trauma, with the crush syndrome, 
vascular trauma, and cranio-cerebral injuries considered in pert four. To round 
out this comprehensive work, Dr. M. Peszczynski has authored an especially 
fine chapter cn rehabilitation considering both the physical and psychologic 
factors involved. 


Just published— 
SURGERY IN THE AGED 


Edited by Frank Glenn, M.D., 5. W. Moore, M.D., John M. Beal, M.D., 534 
pages, 7% x 9%, illus., $17.50 


This work, with contributions by 24 outstanding physicians, presents the com- 
bined knowledge of the surgical staff at The New York Hospital-Cornell Medical 
Center and surveys surgical problems in patients who are over sixty years of age. 
Beginning with a section on fundamental consideration such as metabolic prob- 
lems, infections, preoperative evaluation, anesthesia, and postoperative care, the 
authors then discuss specific surgical problems. These subjects are divided into 
seven general groups; Surgery of the Thorax and Thoracic Wall, Cardiovascular 
Surgery, Gastrointestinal Surgery of the Biliary Tract and Liver, Surgery of the 
Genitourinary Tract, Surgery of Special Systems, and Trauma and Recon- 
structive Surgery. 


The Blakiston Division 


McGRAW-HILL BOOK CO. 
330 W. 42nd New York 36, N, Y. 68 Post St., San Francisco, Calif. 
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